American Journal of Public Health 


and THE NATION’S HEALTH 


Volume 40 


March, 1950 


Number 3 


Health Education and Public Relations 


A Symposium * 


NE of the most remarkable phe- 

nomena in the history of public 
health administration has been the 
tremendous growth in the employment 
of health educators by health depart- 
ments during the last ten years. More 
recently, health officers have been ex- 
hibiting a greatly increased interest in 
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the subject of public relations; and it 
is clear that the two fields are to some 
extent overlapping. 

It occurred to the Editor that it 
would be interesting and instructive to 
obtain from a group of representative 
health officers and health educators their 
views on the mutual relationships be- 
tween these two fields. The following 
brief summaries have been courteously 
provided in response to editorial request. 


MAYHEW DERRYBERRY, PH.D., F.A.P.H.A. 


Chief, Division of Public Health Education, Public Health Service, 
Washington, D.C. 


The terms, “public relations,” and 
“ health education,” as used in this state- 
ment relate to objectives rather than to 
methods. In the field of public health, 
public relations refers to winning good 
will for an organization or for one of its 
programs; health education aims to fa- 
cilitate learning about health and health 
problems and motivating good individ- 
ual and group health practices. 

No organization can render maximum 
service without good public relations! 
If it is to serve most effectively, and be 
adequately financed, the people must 
know the functions of the organization, 
understand its problems, and appreciate 
its importance. Campaigns of mass in- 


formation and publicity may improve 
an organization’s public relations tem- 
porarily. But the continuation of good 
will for an organization, such as a health 
department, requires efficient courteous 
service, as well as publicity and mass 
information programs. Thus, every mem- 
ber of the health department in his 
intimate public contacts, while rendering 
a health service, exerts a marked influ- 
ence on the level of public relations 
which that department enjoys. 

When a health department has good 
public relations, its opportunities for 
service increase. One of the services, 
health education, has as its goal a public 
that knows and practises good health 
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behavior. In accordance with democratic 
principles of education, the service con- 
sists of a fourfold activity: it stimulates 
people to recognize health needs, of 
which they were not aware; it helps 
them to obtain authentic and reliable 
information about their problems; it 
encourages them to plan for solving 
these problems; and it assists them to 
act on the plans they have made. 

In acquainting people with health 
problems, all the media of mass informa- 
tion, as well as individual and group 
discussion, may be used. Also, the entire 
health department staff through their 
individual home, clinic, and premise 
contacts, as well as group meetings, con- 
tribute to the health education objective. 
Thus, both health education and public 
relations are furthered through the activ- 
ities of the entire health department staff, 
and both make use of mass media. 

One fundamental difference, however, 
should be noted. The goal of health 
education is not fully realized until 
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every individual understands good health 
behaviors, has a favorable attitude 
toward them, and habitually practises 
them. On the other hand, when an 
organization enjoys the support of its 
policy and program by a significant por- 
tion of the people, the major goal of 
public relations is achieved. In short, 
success in health education requires far 
more fundamental change in human be- 
havior than is needed to achieve good 
public relations. 

The public relations approach often 
differs from the health education ap- 
proach. Usually, in public relations, 
approval and support of the health de- 
partment’s existing decisions are sought 
from the people; in health education, 
people are stimulated to make a careful 
study of their health needs and oppor- 
tunities and to take an active part in 
making decisions which affect them. 
Public relations promotes a program for 
the people, while health education is a 
program of the people. 


James P. Drxon, M.D. 
Director of Health and Hospitals, City and County of Denver, Denver, Colo. 


Public relations programs are as old as 
time. Their media are many and varied. 
Perhaps the oldest and most effective 
medium is the use of the interpersonal 
contact between members of a staff and 
members of a community. More re- 
cently the art of advertising has become 
increasingly _ sophisticated. Health 
agencies are paying an_ increasing 
amount of attention to adapting the 
procedures of commercial public rela- 
tions to their own needs. 

How well can public relations func- 
tions be carried out by a health educa- 
tion staff? This depends first on 
whether the agency involved has de- 
veloped clear concepts concerning its 
own particular use of public relations 
and health education. If the corporate 


intellect of the agency has no such clear 
definitions, then the results of the pro- 
grams are likely to be disappointing, 
regardless of where administrative re- 
sponsibility is assigned. 

The first step in clarifying relation- 
ships is one of definition. Public rela- 
tions is an administrative function 
designed to gain public acceptance of a 
program. Its technique is to demon- 
strate that a program is developed in 
response to demands present in the com- 
munity. Furthermore, it purports to 
demonstrate that the program is good. 
Its aim is to sustain a sturdy life for the 
agency by insuring a steady flow of nu- 
trients in the form of opportunities for 
program development, personnel, and 
funds. Its effectiveness is gauged by 
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measuring the flow of these essentials. 
Particularly in public agencies, the at- 
titudes which it seeks to foster are open 
to modification through the press and 
radio at any hour of any day. Thus, 
the program must be designed to cope 
with explosive situations. 

Health education may be defined as a 
summation of the efforts of an agency 
to encourage intelligent participation in 
‘“ ways of doing things believed to main- 
tain health and prevent disease and the 
abstinence from those things considered 
injurious to health.”* Its aim is to 
assist individuals and groups to maintain 
for themselves and their community the 
optimum health within their own physi- 
cal and intellectual capacities. Its 
techniques are those of education and 
its associated methods of communica- 
tion. The function of health education 
may be a responsibility of many mem- 
bers of the staff of a health agency. 
Because the techniques which it uses are 
rather specialized, it is often convenient 
to build a staff of consultants known as 
a health education division, to assist the 
remainder of the staff in its use of edu- 
cational methods. Health education 
programs are not as susceptible to in- 
stantaneous public pressures as are the 
programs of public relations. Measure- 
ment of their effectiveness is inexact and 
consists in examining correlations be- 
tween the activities of the health educa- 
tion program and the health status of 
the individual in the community. 

According to these definitions public 
relations is the organized sales function 
of the agency. As such it belongs in the 
administrative structure on a level with 
the administrative functions pertaining 
to program development and financial 
and personnel administration. In con- 
trast, the function of health education 
is ordinarily located within the operat- 
ing rather than the administrative por- 
tion of the structure of an agency. 

When one looks closely at the con- 
tent of these two programs one finds 
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many similarities. This, I think, is 
because they both use the materials and 
methods of communication and not be- 
cause they are both concerned with 
education. These similarities give rise 
to suggestion that the programs may 
be concurrently administered, and since 
to many persons education seems more 
the parent than public relations, they 
are both assigned to the health educa- 
tion staff. Such an operation can be 
made to work. But the administrator 
who elects this method should realize 
that he is delegating a function, pri- 
marily administrative in nature, to a 
staff operating division. The success of 
such delegation will depend upon the 
stature of the director of health educa- 
tion—in fact if not in name—as an 
assistant to the administrator of the 
agency as a whole. As an assistant 
administrator he must be able to balance 
the use of superficial public relations 
methods of influencing opinion against 
the much more profound matter of in- 
fluencing behavior of individuals through 
education. Some administrators find 
that it is much easier to maintain this 
balance by assigning the two functions 
to separate individuals who can work 
closely together in their overlapping 
functions, and independently otherwise. 

Although they use common techniques, 
public relations and health education 
programs occupy administratively and 
strategically very different places in the 
health agency structure. In developing 
these programs an administrator must 
weigh these factors and assign responsi- 
bilities and personnel accordingly. Be- 
cause of its strategic value to the agency 
as a whole, its sometimes explosive 
character, and its close relationship to 
other administrative functions, it is wise 
to give even closer detailec administra- 
tive supervision to the efforts in public 
relations than to those in health educa- 
tion. 


* Mustard, Harry S., Government in Public Health 
New York: Commonwealth Fund, p. 175 
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State Director of Public Health, San Francisco, Calif. 


Public relations and health education 
are both necessary components of a 
public health program. They go hand 
in hand. To a degree they are overlap- 
ping, but the same can he said of the 
other components of the public health 
program. If public relations are planned 
with understanding, there need be no 
more friction between the health officer 
and health educator than between the 
health officer and other staff members. 
In fact, the health educator becomes the 
right hand of the health officer in the 
public relations program. 

The public relations program tells the 
story of the need for an organization and 
how the need is met effectiv ely and eco- 
nomically. This story is told in greater 
or lesser fullness by every member of the 
staff in every community contact; also 
in press and radio releases and through 
more formal conferences and talks. 

Health education has as its first 
responsibility the job of selling healthy 
living habits to the people of the com- 
munity. This is a highly technical func- 
tion. It uses the channels of information 
I have already enumerated as well as 
others. Doing a good health education 
job is certainly good public relations, 
but it is only a part of the public rela- 
tions job of ‘the health department. 

fn California, the health officer often 
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In some quarters, particularly those in 
which the techniques of public health 
education have not been directly opera- 
tive, there exists a certain confusion as 
to the methods and objectives of public 
relations and health education. 

Simply defined, public relations is an 
activity which has as its aim the realiza- 
tion of public good will toward an idea, 


HILLEBOEF, 
New York State Department of Health, 


looks to the health educator to assist in 
community organization, which is really 
public relations. If the health officer 
finds it necessary to develop a rodent 
control program, he must first share this 
information with the community in such 
a way that the majority of the people 
will want the same thing. The health 
educator takes a great deal of the respon- 
sibility of arranging for programs in 
service clubs and other organizations, 
for press stories, for radio releases, for 
boy scout participation, and for many 
other plans which will result in team 
play against rats. 

How can you separate the health edu- 
cation and public relations aspects of a 
job of this kind? You cannot! Most 
health officers are appreciative of the 
fact that there is being developed a 
corps of trained persons who will serve 
the health program under his direction 
to meet a need which has thus far been 
only partially filled. 

California’s record indicates that its 
local health officers appreciate the health 
educators. The record shows that two 
years ago there were thirteen health 
educators in ten departments and at 
present there are thirty-five in twenty- 
five departments actually on the job. 
There are, in addition, four vacant 
positions awaiting trained workers. 


M.D., F.A.P.H.A. 

Albany, N.Y. 

an organization, or a product. Every 
means of communication is utilized to 


influence attention and awareness, and 
to establish good public rapport. Al- 
though public relations disseminates 


information, its primary task is to induce 
favorable attitudes. Implicit in such an 
enterprise is the assumption that a posi- 
tively disposed public will respond to 
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the idea, be favorably influenced toward 
an organization and, in consequence, 
become a consumer of the product, 
whether it-be abstract or concrete. 
Public health education also uses the 
techniques of public relations, but does 
not confine its efforts to an attempt to 
influence attitudes. Through dissemina- 
tion of information, mobilization of 
forces of opinion, and application of the 
principles of community organization, 
health education not only seeks to influ- 
ence favorable attitudes but also endeav- 
ors to secure positive, practical action in 
the field of public and personal health. 
Public health education is not limited 
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to establishing favorable relationships 
through urging, propagandizing, or elo- 
quent persuasion. Public health educa- 
tion also works directly with community 
groups and, through wise counseling, 
assists these groups toward a satisfactory 
solution of their health problems. Public 
relations techniques are utilized by pub- 
lic health education to induce favorable 
attitudes toward the department of 
health—in addition it goes further in 
the attempt to secure continuing action 
to achieve optimal health for members 
of the group and their community. 

In short, public health education is 
public relations plus. 


S. S. Lirson, M.P.H., F.A.P.H.A. 


Director, Program Development, Public Health Division, American 


Heart Association, New York, N. } 


A well conceived and executed health 
education program is sound public rela- 
tions. Whether the focus is the individ- 
ual, a group, or the total community, 
the purpose of health education is so to 
involve the persons concerned that they 
will become interested in learning what 
their health needs are (personal and 
community) and then proceed to do 
something about them. Health education 
is a process through which individuals or 
groups are motivated to accept responsi- 
bility for achieving and maintaining a 
reasonable level of individual and com- 
munity health. The educative process 
has not functioned unless action affect- 
ing the individual or the community 
results. Health education employs fact 
finding, group discussion, interview, and 
community organization as the methods 
most likely to influence action. Radio, 
news stories, pamphlets, exhibits, movies, 
strip films, charts, graphs, models, etc., 
are tools which contribute to the learn- 
ing process when used as an integral part 
of the health education program. But 
these tools—of and by themselves—are 
not the total health education program. 


The methods of health education are 
predicated upon developing interest in 
and support of public health programs 
of benefit to the community. Fact find- 
ing is one of the best methods for devel- 
oping an awareness of the health needs 
and resources of the community. When 
citizens themselves participate in such 
activity, they learn at first hand of their 
needs and are motivated to see that the 
agencies concerned get the required sup- 
port. Fact finding conducted with ade- 
quate professional guidance leads to 
effective action. 

Community organization for health 
education involves large numbers of 
individuals and groups in an action pro- 
gram for health improvement. Its sole 
purpose is to provide a mechanism by 
which the professional health personnel 
and agencies can participate as equal 
partners with the citizens of the com- 
munity in health planning and program 
building. 

Guidance of a professional nature is 
essential, if these methods are to be used 
so that action programs result. A health 
educator employed to provide such pro- 
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fessional guidance accepts certain respon- 
sibilities. 


,1.He has a responsibility to recognize that 
health education is not the exclusive right of 
the health educator and that the overall health 
education program for the community is 
strengthened when all of the health personnel 
giving service utilize their opportunities for 
health education. 

2. He must have a clear understanding of how 
education takes place and in the development 
of the community health education program 
place emphasis on working with people rather 
than with things (news releases, etc.). 
a. He must have faith in the ability of aver- 
age citizens to make decisions affecting their 
personal and community health. 
b. He must work toward the citizens accept- 
ing responsibility for achieving and maintain- 
ing their own health and that of the 
community. 
c.He must work for the development of 
citizen leaders. 
d. He must be concerned with the whole man 
and his relationships to the community. 
e.He must recognize the personal worth of 
each individual and that ego satisfaction is 
a force which must find recognition in the 
health education program. 

3.He must work for a codrdinated, codpera- 
tively planned community health education 
program. 

a. He must know how to make good use of 
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all resources in the community which in any 
way can make a contribution to community 
health. 
b. He must work toward some type of com- 
munity organization which makes it possible 
for the people in the community to accept 
responsibility for their own community plan- 
ning for health. 
4.He must recognize that his role is one of 
giving professional guidance to individuals and 
groups so that they may be better able to 
accept and discharge with intelligence respon- 
sibility for their own community planning for 
health. This requires patience and a high de- 
gree of flexibility. 
a. He must have an adequate background of 
training and experience in the fields of edu- 
cation and public health. 
b. He must be proficient in group dynamics 
so that he may better put into practice 
democratic methods in his work with individ- 
uals and groups. 


Health education and public relations 
are parts of a whole and cannot be con- 
sidered as separate and distinct entities. 
Health education as herein defined is 
oriented around the persons for whom 
health service is established. Any health 
agency (official or voluntary) which sup- 
ports and furthers such a program is 
contributing to its own public relations. 


Lucy S. Morcan, PuH.D., F.A.P.H.A. 


Professor of Public Health Education, School of Public Health, 
University of North Carolina, Chapel Hill, N. C. 


The World Health Organization in its 
constitution defines health as “a state 
of complete physical, mental, and social 
well-being and not merely the absence 
of disease or infirmity.” The shift of 
emphasis from disease to positive health 
becomes a challenge to education—to 
health education—to translate this defi- 
nition into action. 

Health departments are legally con- 
stituted agencies charged with the 
responsibility for the health of every 
citizen at all leveis of society. An essen- 
tial step in meeting this responsibility is 
seeing to it that every citizen becomes 
thoroughly informed of the health de- 
partment’s services and activities as 


related to his community. Another essen- 
tial step is to take the people into work- 
ing partnership in a health program 
designed to serve all of the individual 
and diverse groups in any given com- 
munity. To do this, it is necessary first 
to reach the people of a community, 
discover their interests and problems, 
and to believe that each of them has 
something definite to contribute to a 
community health program built around 
their interests and everyday problems. 

A community health program along 
these lines calls for professional workers 
with multi-disciplined training in the 
principles of human behavior, with warm 
insight in human relations and motiva- 
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tions; workers who will realize the need 
for application and operation of such 
factors in their own lives. 

These workers will also recognize that 
making the people of a community active 
partners in carrying out a community 
health program is public relations of the 
best type. They will recognize that the 
experts don’t have all the answers and 
that we are in an era where pioneering 
in the art of living together and codpera- 
tive problem-solving is just beginning. 
They will use the tools of public rela- 
tions: press, radio, films, exhibits, pam- 
phlets, talks with individual and com- 
munity groups as technical aids. And 
how well they use these tools to help to 
develop interest and leadership at every 
level of the community depends upon 
their skill in human relations—in the 
art of getting along with people. 

The art of getting along with people, 
of human relations, involves many fac- 
tors. Some of the most important of 
these are: what we think, what we say 
and how we say it, what we do and how 
we do it, a friendly attitude, a smile at 
the right moment, genuine service in- 
stead of lip service, willing codperation 
with fellow workers. 
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Health departments are dependent 
upon the public for support and the 
public is dependent upon health depart- 
ments for service. A community health 
program for all the people is dependent 
upon each and every community worker 
understanding the attitudes, customs, 
cultural and religious patterns, the in- 
stitutions and the industrial, economic 


and social conditions of that com- 
munity. Without this understanding, 


no working partnership with a com- 
munity can be established or can func- 
tion successfully. 

Attainment of such a partnership is 
an adventure both in human relations 
and in public relations. The people can 
help only if they know. What they learn 
through a health program which they 
themselves have helped to plan and 
develop around specific problems of their 
community is an adventure in health 
education, the results of which cannot 
be measured by an ordinary yardstick. 
Public relations, human relations, and 
health education are a trilogy which 
cannot be compartmentalized or sepa- 
rated in a health program designed for 
the people and by the people and of the 
community. 


Dorotuy B. PuH.D., F.A.P.H.A. 


Professor of Health Education, School of Public Health, University of 
California, Berkeley, Calif. 


Good mutual relationships are based 
on an understanding of common factors 
and a respect for differences. What do 
public relations and health education 
have in common; at what points do they 
differ? 

Public relations programs are aimed 
at creating “good will,’ disseminating 
information, and bringing about accep- 
tance of a product. People are motivated 
to “buy” through appeals to civic 
responsibility, identification with pres- 
tige-personalities, participation in some- 
thing important, and fear of being 


different. In person to person situations, 
public relations techniques emphasize 
friendliness and courtesy. Always, how- 
ever, public relations techniques appear 
to be focused on “ selling” something. 
Large “selling” programs call for ex- 
pert planning, strategic timing of events, 
and skillful use of the media of mass 
communication. 

Health education programs include 
these objectives, play on these motiva- 
tions, and use these media. Health 
agencies need “good will.” They need 
to interpret their work. They can thrive 
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only in a community which understands 
and uses their services and is willing to 
pay for them. The health department and 
the community are dependent upon one 
another for their mutual welfare, and a 
program of public relations will be effec- 
tive in strengthening the ties between 
them. In these phases of the educational 
program the techniques of health educa- 
tion are the techniques of public rela- 
tions. These are common factors. 
Health agencies, however, have educa- 
tional functions in addition to those of 
“ selling” the department or a special 
health campaign. It is in these areas 
that the differences between programs of 
public relations and health education are 
apparent. An example may point this up. 
If a man is told by the press, radio, 
movie, or a speaker at a large luncheon 
meeting that now is the time to immunize 
his child or to vote bonds for a sewage 
disposal plant, he may do so. His action 
will be in a positive direction, provided 
that a trusted friend or his religious 
training has not convinced him that im- 
munization is harmful or useless. He 
will vote for the bonds if his social 
philosophy does not prevent it. Thus it 
appears that if he takes action on infor- 
mation alone, it signifies that he, as a 
person, was ready for it. He has not 
changed his behavior. He has merely 
taken an additional step which fits in 
with what his past experience has taught 
him to accept as “ right.” It is a conform- 
ing type of action. Where more under- 
standing and support are needed, only a 
public relations program will do the job. 
The health agency, however, is deeply 
concerned with helping people to modify 
their behavior where change is not easy 
to induce. Changes in behavior of the 
agency staff are important if the staff 
is to accept new purposes and new tech- 
niques of work. Changes in behavior of 
individuals and groups of people in the 
community are often requisites for 
achieving healthier status. 
Changing emotional attitudes toward 
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self and others, introducing new food 
habits, securing early diagnosis of cancer 
or developing a community plan for 
medical or dental care are examples of 
educational programs in which life-long 
attitudes and behaviors must be modi- 
fied. In such situations, culture patterns, 
deeply laid bases of personality struc- 
ture, native or socially produced fears 
of biological or economic death do not 
yield to pressure or exhortation. The 
individual cannot be easily “sold” a 
change in behavior by an outside force. 
If he is to change he can do so only 
through his own efforts. This is the 
distinguishing characteristic of the kind 
of education which reaches into the 
depths of personality structure. 

Thus, the task of the educator is one 
of stimulating educational “ processes ” 
which will provide situations in which 
individuals motivated from within, can 
reach out for information, assimilate it 
as their own, and take action. In the 
community, the kind of activity the 
educator stimulates is that which follows 
when the citizen through his own efforts 
aids in determining specific needs and 
in developing ways of meeting these 
needs with the codperation and guidance 
of all of the agencies which serve him. 
This is in contrast to a program in which 
public relations techniques are used. In 
the latter, not only is the need defined 
for the consumer but a definite plan of 
action for meeting the need has been 
worked out for him. 

Both types of techniques are required 
in a health agency. The objectives to be 
attained and the nature of the problem 
determine the approach to be used. Some 
objectives are in terms of a “ product” 
to be sold; others are in terms of a 
“process” to be initiated. Long-range 
programs, however, must stem from an 
agency in which the community has con- 
fidence. A public relations program based 
on topnotch health services may provide 
the receptive atmosphere in which edu- 
cational processes can take root. 
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GEORGE M. UHL, 


EDUCATION AND PUBLIC RELATIONS 


M.D., 


M.S.P.H., F.A.P.H.A. 


Health Officer, City of Los Angeles, Calif. 


Good public relations implies good 


will. For a business firm, it means more. 
sales. For a government agency, it 


means more public support. For a health 
officer, it means wider utilization of 
community resources and quicker public 
responses. 

The health officer should know that 
every contact the public has with his 
department determines its responses to 
subsequent contacts. He should insist 
that his staff be well qualified, honest, 
and efficient. These things are elemen- 
tary. 

Public relations and health education 
cross tracks in interpreting to the com- 
munity what the health department is 
doing and what the public can do to 
help. Certainly every staff member plays 
a role in this. But health education 
superimposes upon the isolated efforts 
of each specialized division an overall 
interpretation of the health agency's 
functions. And the health education 
program is a long-ranged one, based on 
the community’s needs and the depart- 
ment’s responsibilities. 

Health education actually draws the 
people into the program. It goes into 
the community, brings together inter- 
ested citizens, helps them to find and 
meet their public health needs, and 
elicits their thinking for future health 
department planning. “ Public rela- 
tions” does not usually bring the com- 
munity into the program in the blue- 
print stage; it starts after the program 
is launched. 

To be sure, the public is impressed, 
favorably or unfavorably, with the atti- 
tude of the department as evidenced by 
its programs, particularly its health 
education. A community feels the de- 
partment to be friendly or unfriendly, 
competent or incompetent, by judging 
the program, its introduction, its repre- 


sentatives, and its apparent intent. The 
health educator, as the health officer's 
representative, is a very important arm 
of the public relations program. He is 
not only in a position to affect good 
public relations directly, but his con- 
tacts with the community enable him to 
provide a reliable two-way source of 
communication for the agency executive. 
For all intents and purposes, the health 
education section of the department 
conducts the formal public relations pro- 
gram for the department. 

A business firm seeks to make the 
people like it, and gears its public rela- 
tions program for that purpose. We, 
however, have been ordained for a pur- 
pose which the people consider essential 
Our public relations policy, therefore, 
should be to give the people confidence 
in our ability to fulfil that purpose. 
Much of our work must be done by the 
people themselves. So we must build 
confidence in our leadership. This we do 
through both public relations and health 
education. 

Good health education will always 
make for good public relations. But 
good public relations need not always 
be health education. One may draw upon 
the other. Often they are the same thing. 
Both are needed in a health depart- 
ment’s operation. And both require 
careful planning and execution. 

People will not assist their health de- 
partment without having suitable facts. 
They will not believe the facts if they 
do not trust their health department. 
Public codperation, therefore, requires 
an active, effective health education pro- 
gram, from a department enjoying the 
highest prestige and trust. And because 
health education covers such a great 
audience, it contributes much to the 
necessary favorable public relations for 
its own, and the department’s success. 
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Voluntary Health Insurance 
on the National Scene 


The Present Status of Voluntary Health Insurance * 


MARGARET C. KLEM 
Division of Industriel Hygiene, Public Health Service, Federal Security Agency, 
Washington, D. C. 


FEW years ago, a discussion of 

health insurance would have started 
with a statement as to the unpredictable 
nature of illness, the uneven distribution 
of medical costs among families, and the 
consequent need for insurance against 
unexpected medical bills. Today, there 
is little, if any, need for going into these 
‘““why’s” of health insurance. Both the 
public and the professions concerned 
have accepted the fact that people should 
have advance protection against medical 
costs. The points now at issue are, 
“What form should health insurance 
take?”’ and ‘“ What services should be 
covered?” Two major forms have been 
proposed, both involving the prepayment 
principle—one, that membership in a 
prepayment health program be compul- 
sory; the other, that membership be 
voluntary. 

In its broader sense, the term volun- 
tary health insurance can be used to 
denote both disability insurance, which 
provides reimbursement for wage loss in 
the event of illness, and medical care 
insurance which protects members 
against the direct cost of illness. The 
term, however, is now more commonly 
used to refer to medical care insurance, 


* Presented before the Medical Care Section of the 
American Public Health Association at the Seventy- 
seventh Annual Meeting in New York, N. Y., October 
26, 1949, 

The opinions expressed in this statement are those 
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views of the Federal Security Agency. 


providing either cash or service benefits 
through insurance companies or non- 
profit prepayment medical care plans, 
and that is the definition used here. 

While this type of protection for some 
beneficiaries has been in existence for 
many years, the general public began to 
grow more aware of its existence in the 
30’s when Blue Cross hospital plans 
were inaugurated, when insurance com- 
panies began offering group coverage on 
an extensive basis to employed groups, 
and when state medical society plans in 
California and Michigan were organized 
and set the pattern for Blue Shield plans 
now found in most states. The rapid 
growth of membership in these three 
types of voluntary programs has coin- 
cided with extensive discussion of com- 
pulsory health insurance. 

Membership in voluntary health in- 
surance has grown rapidly, mainly in 
Blue Cross, Blue Shield, and insurance 
company coverage. Enrollment in the 
older programs, primarily the consumer- 
sponsored, the physician-owned, and the 
industrial plans, has not shown much 
change since 1943, when the first ex- 
tensive study which took into considera- 
tion beth the old and new types of 
prepayment medical care plans was 
made. 

Despite considerable activity among 
consumer groups interested in forming 
prepaid medical care programs, only a 
few new plans with a relatively small 
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total membership have been established. 
The importance of these plans, however, 
cannot be measured by membership 
alone because of their great educational 
value. They stimulate public discussion 
of the range of services to be provided; 
they encourage the use of preventive 
medicine and the early care of illness; 
they emphasize the importance of con- 
sumer representation in policy making 
bodies; and they have experimented 
with different methods of procuring 
medical personnel and facilities in areas 
where they are lacking. 

Several factors have retarded the de- 
velopment of consumer-sponsored, indus- 
trial and physician-owned plans, namely, 
the shortage of medical personnel inter- 
ested in salaried employment, the diffi- 
culties involved in the development of 
medical facilities, the rising and uncer- 
tain cost of providing medical and hospi- 
tal service benefits, the existence of cer- 
tain state legislation, and the availability 
of Blue Cross, Blue Shield, and group 
insurance contracts, which offer few, if 
any, enrollment difficulties to groups 
wishing protection. 

The Health Insurance Plan of Greater 
New York, with a present enrollment of 
about 222,500 is one outstanding excep- 
tion. This plan has attracted national 
attention because of the comprehensive- 
ness of services provided, the distin- 
guished and broadly representative board 
of directors, the exclusive use of medi- 
cal group practice, the unique adminis- 
trative relationships and_ professional 
controls, and the assistance given by 
the deans of the local medical schools in 
developing the plan and in setting up 
HIP group practice units in the schools. 

Between 1943 and 1948 enrollment 
for hospital benefits under group con- 
tracts sold by insurance companies in- 
creased from almost 7 million to over 
16.5 million. This represents an increase 
of 80 per cent in employee and over 250 
per cent in dependent coverage. For 
the same period, the increase in the 
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number eligible for surgical benefits was 
more than threefold, from 4.6 to 14.2 
million. In this instance, employee cov- 
erage increased 100 per cent and depend- 
ent coverage 700 per cent." 

The more than 31 million people ir 
the United States enrolled in Blue Cross 
hospital plans at the end of March, 
1949, represent more than three times 
the number of persons enrolled in 1943, 
with plans operating in 47 states and the 
District of Columbia.* In 1943, prepay- 
ment plans sponsored by state and local 
medical societies covered about one mil- 
lion people, more than one-half of whom 
were in the Michigan Medical Service. 
At the end of June, 1949, medical soci- 
ety plans covered about 12 million per- 
sons in 40 states and the District of Co- 
lumbia.’ 

Enrollment in voluntary health insur- 
ance for hospital and for medical benefits 
has tripled within a 5 year period. In 
1943, approximately 20 million people 
had some form of hospital insurance, 
with almost two-thirds of the member- 
ship covered by prepayment plans and 
one-third by insurance company con- 
tracts. In the same year, between 9 and 
10 million also had some form of pro- 
tection against the cost of physicians’ 
care, the number being about evenly di- 
vided between prepayment plans and in- 
surance companies.* By the end of 1948, 
according to a generous estimate, ap- 
proximately 61 million people were eligi- 
ble for hospital care, 34 million for sur- 
gery, and 13 million for other physicians’ 
services, principally in the hospital.® 
These figures were compiled by the 
Health Insurance Council, a body com- 
posed of insurance company representa- 
tives. The report attempted to make 
allowance for the number of persons 
eligible for the same type of benefits 
through more than one form of insur- 
ance, but this is extremely difficult to 
do because of the increasing tendency 
toward multiple enrollment. 

What changes have taken place dur- 
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ing the past five years in the type of 
services provided? In most instances, 
the early programs were designed for a 
particular group or were developed by 
the beneficiaries themselves, and took 
into consideration the special needs and 
desires of each group to be served. These 
older programs have always tended to 
provide service benefits of a comprehen- 
sive nature, that is, hospitalization and 
physicians’ care in the office, home, and 
hospital. Services are frequently given 
by physicians employed on a salary basis 
and in clinics or hospitals owned or op- 
erated by the plans. In addition to hospi- 
tal and physicians’ services, members 
are sometimes entitled to special duty 
nursing in home or hospital and to den- 
tal care. Most of the older, well estab- 
lished industrial, consumer-sponsored, 
and physician-owned plans are still op- 
erating without significant change in 
benefits provided. These older programs 
demonstrate what can be done by pre- 
payment plans which include preventive 
medicine among their benefits and en- 
courage early care for illness by provid- 
ing home and office calls. 

Unlike the earlier plans, the Blue 
Cross, Blue Shield, and insurance com- 
pany group plans were organized to pro- 
vide protection against the cost of hos- 
pitalized illness to any groups that cared 
to enroll. One of the principal reasons 
for limiting benefits to hospitalized cases 
is the fear of excessive demand for home 
and office calls, though recent substan- 
tial bodies of experience have indicated 
that when services are provided on a 
group practice basis this anticipated 
over-demand does not occur.® Some Blue 
Shield plans and insurance company 
group contracts offer coverage for home 
and office calls, but this protection has 
not been popular because of the cost 
and the fact that the patient generally 
must pay for the first few calls in each 
illness. 

A survey of 56 medical society plans, 
made recently, showed that 7 plans pro- 
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vide service benefits; 1 provides service 
benefits except where the patient selects 
more expensive hospital accommodations 
than provided by the contract; 20 pro- 
vide cash indemnity only; 28 of the 
plans provide service benefits to sub- 
scribers having annual incomes less than 
a stated amount and cash indemnity ac- 
cording to fee schedules to subscribers 
with higher incomes. The annual in- 
come limits specified by 28 plans vary 
from $1,500 to $3,000 for a single per- 
son and from $2,400 to $5,000 for a 
family.? 

Originally, Blue Cross plans provided 
service benefits, but increased hospital 
costs have raised a serious problem for 
all prepayment plans operating on a 
service basis. To aveid raising premiums, 
some plans have given up their service 
benefits and now provide only a speci- 
fied cash payment toward room and 
board. However, the plans continue to 
give other benefits in the hospital on a 
service basis, and the range of these 
services has increased somewhat. At 
the 1948 meeting of the American Hos- 
pital Association, a policy statement 
was approved which states, “The im- 
portance of maintaining service benefits 
is as great as ever. The basic strength 
of Blue Cross plans rests in their service 
benefits. . . .”§ 

The trend toward indemnity benefits 
among Blue Cross and Blue Shield plans 
has erased to some extent the line of de- 
marcation between nonprofit plans and 
insurance companies. The benefits pro- 
vided are now quite similar, namely, 
hospiltalization and in-hospital medical 
care, principally surgery. In several 
states, medical societies have organized 
plans with benefits underwritten by pri- 
vate insurance companies. 

What in effect has been the result of 
the trend away from the provision of 
more comprehensive services and toward 
indemnity, largely limited to hospital- 
ized illness? For example, to what ex- 
tent do the limited benefits cover sur- 
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gical bills? A recent study by Martin 
Segal of insurance company group cover- 
age based on more than 3,500 claims 
shows that in the New York area under 
policies providing a maximum of $150, 
the average surgical bill was $87, but 
the average patient received only $38. 
Even under the $225 policy schedule, 
under-insurance was still pronounced.* 
A study of a sample of 100,000 group 
surgical claims made under the auspices 
of the insurance companies showed that 
in 1947 the reimbursement paid by the 
companies under surgical insurance for 
non-obstetrical claims represented 55 
per cent of the aggregate doctor’s 
charge.”® 

To what extent is the total family 
medical bill now being met by voluntary 
insurance? Barkev Sanders, in material 
prepared for a report to be published by 
the Twentieth Century Fund, concludes 
that total payments in 1947 by both 
nonprofit programs and insurance com- 
panies to medical personnel and _hos- 
pitals represented less than 10 per cent 
of the total cost of medical care to 
American families. 

So much for the present situation. 
What about the future? Which major 
groups are not covered, and can the 
voluntary plans overcome the enroll- 
ment difficulties they now face? The 
rural population is an outstanding ex- 
ample. Dr. Hawley recently stated that 
Blue Cross rural enrollment is estimated 
at somewhat more than 2.5 million, but 
that no accurate figures on rural enroll- 
ment in Blue Shield are available. The 
chief difficulties encountered in rural 
enrollment are insufficient medical per- 
sonnel and facilities, low cash incomes, 
and the problem of enrolling a scattered 
population, especially where group en- 
rollment is required.’ Lack of interest 
on the part of the rural population is not 
one of them. Rural interest is demon- 
strated by the number of rural groups 
attempting to solve their own medical 
problems through the formation of co- 
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operatives and the enrollment activity 
of the Farm Bureau, the Grange, and 
the Farmers Union in the prepaid medi- 
cal field. 

How will voluntary health insurance 
be influenced by health and welfare 
programs established through collective 
bargaining? This type of arrangement 
did not become widespread and did not 
include medical services until the time 
of World War ITI and the concomitant 
wage stabilization program. At this 
time wage increases were limited, but 
employee benefit programs financed by 
employers were permitted. In the sum- 
mer of 1948, the Bureau of Labor Sta- 
tistics estimated that about 3 million 
workers were covered by some type of 
health, welfare, or pension plan under 
collective bargaining. About 45 per cent 
of these were covered for health and 
welfare benefits.‘ Many large unions 
are now asking for similar programs on 
a nation-wide basis.’* These plans are 
important, both because of the large 
number of persons concerned and the 
wide geographic distribution of union 
membership. 

What form will these new programs 
take? What will be the respective roles 
of labor and management in developing 
and administering them? Will benefits 
be provided through management, union, 
or jointly operated facilities, through 
direct contract with community hospi- 
tals and physicians in private practice, 
through Blue Cross, Blue Shield, or 
other nonprofit prepayment plans, or 
through the group contracts of insur- 
ance companies? 

The health and welfare plans have 
brought out the need for a national con- 
tract that would provide uniformity in 
rates, benefits, and enrollment rules and 
procedures. The Blue Cross Commis- 
sion recently announced that the Blue 
Cross Health Service had been incorpo- 
rated to provide such national cover- 
age.'* The Blue Shield plans are in the 
process of developing an agency to do 
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the same thing for physicians’ services." 
Insurance companies operating on a 
national basis are the only ones now 
‘able to provide the uniform benefits 
throughout the country, that are being 
requested by particular unions, large 
employers, or other national groups. 

Although striving for health protec- 
tion through collective bargaining, 
unions have emphasized time and again 
that what they want is a national health 
insurance program and that they are 
particularly eager for a plan which will 
provide comprehensive medical services 
for themselves and their families.‘ In 
the meantime, they are accepting the 
group insurance contracts now available, 
arranging for coverage in local plans, or 
entering upon the difficult and time- 
consuming procedures of developing 
special facilities and services. 

The Hoover Commission considered 
the problem of providing medical care 
to the million dependents of personnel 
in the armed forces who are now receiv- 
ing or are considered eligible for sub- 
stantially free medical care. Although 
the Commission itself made no specific 
recommendation directly related to the 
use of voluntary health insurance, one of 
the Task Force reports did. It recom- 
mended their use as one of two alterna- 
tive solutions.‘* According to a news- 
paper story, the Air Force is now 
experimenting with a type of voluntary 
health insurance.** 

Two other groups in the population 
hardly covered by voluntary prepayment 
plans are persons on relief and those 
with low incomes. Federal contributions 
toward the cost of dues in voluntary 
plans for the 5 million persons now re- 
ceiving public assistance or general 
relief have been, and still are, practically 
impossible because of the provision of 
the Social Security law. If the relief 
agency and the local prepayment plans 
agreed upon an appropriate schedule of 
rates and wished to enroll the relief 
group, federal reimbursement could not 
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be obtained unless the monthly dues 
were included in each recipient’s grant 
which must be paid to him in cash. The 
Senate Advisory Council on Social Se- 
curity, in commenting on this problem, 
agreed with the recommendation made 
many times by the Social Security Ad- 
ministration and the American Public 
Welfare. Association that the federal 
government should participate in pay- 
ments made directly to agencies and 
individuals providing medical care for 
relief recipients. The Council recom- 
mended that federal participation in 
medical costs should not exceed one-half 
of the total medical expenditures up to 
a monthly average of $6 per person 
receiving old-age assistance or aid to the 
blind, and $3 per person receiving aid 
to dependent children.*® Such _ provi- 
sions were. contained in H. R. 2892— 
the public assistance amendments intro- 
duced at the request of the President. 

In the House Ways and Means Com- 
mittee Report on H. R. 6000, “ Social 
Security Act Amendments of 1949,”— 
the bill which the committee substituted 
for H. R. 2892—a step was taken 
toward prepaid medical care for public 
assistance groups. The recommendation 
was made “ that the law be so amended 
that federal funds may be used to match 
such direct payments if these sums when 
added to any money paid directly to re- 
cipients do not exceed a monthly total 
of $50 for the aged or blind, $27 for the 
first child, and $18 for each additional 
child in Aid to Dependent Children 
families.” In discussing the problem, 
the committee pointed out that some 
state agencies have wanted to insure 
their client’s need for medical care with 
organizations such as the Blue Cross.” 
The bill, H. R. 6000, passed the House 
October 5, 1949, and will be considered 
in the Senate early in 1950. 

Several states have already had expe- 
rience in providing medical services to 
relief recipients through prepayment 
arrangements, and the proposed amend- 
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ment would encourage its expansion. A 
current study being made by the Bureau 
of Public Assistance, Social Security 
Administration, indicates the favorable 
attitude of public assistance officials in 
several states to using prepayment plans. 
In one state, all but one county included 
in the study reported that services to 
relief clients under prepayment arrange- 
ments are performed efficiently with 
minimum friction and misunderstand- 
ings, that the plan has made possible a 
considerable saving in administrative 
time, and that recipients can be assured 
that care is available when necessary 
and from a practitioner of their choice. 
One county gave major credit for the 
success of the arrargement to the effort 
made by the welfare agency staff to give 
recipients an understanding of the plan 
prior to its effective date.*" 

Closely associated with the enrollment 
of the relief population is the enrollment 
of the low income groups. The fact that 
rates charged by voluntary plans are 
usually flat amounts, not graduated to 
income, makes the enrollment of such 
groups difficult. The New York State 
Legislative Commission on Medical Care 
in its 1946 study report states that 
“upon analyzing the proposals made by 
persons interested in greatly extending 
coverage by voluntary insurance plans 
it was found that they entailed: 
“compelling the payment of taxes to be used 
as a direct subsidy to the voluntary insurance 
plans, or 
compelling the payment of taxes to be used as 
a direct subsidy to the low-income person or 
family wishing to enroll in a voluntary insur- 
ance plan, and for automatic enrollment of the 
indigent, or 
compelling the employer to pay about one- 
half of the premium for persons wishing to 
enroll in a voluntary insurance plan. . . 


Several bills now before Congress 
under which care could be provided to 
relief and low income groups are of 
particular importance to voluntary 
health insurance programs.** The prin- 
ciple of compulsory contributions based 
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on income is incorporated in a bill (S. 
1679) which would make available 
physicians’ care in the office, home, and 
hospital, and hospitalization to about 85 
per cent of the population. This bill 
would permit the state agency to utilize 
voluntary insurance plans in providing 
personal health services. Four bills are 
based on federal subsidies from general 
revenues, one (S. 1456) would require 
and one (S. 1581) would permit the use 
of voluntary prepayment organizations 
in providing services to the neediest por- 
tions of the population, another (S. 
1970) would subsidize voluntary plans 
to make their services more generally 
available at charges based on the income 
of subscribers, while a fourth (S. 1805) 
would assist codperative and other non- 
profit medical and hospital care plans 
(which so far as practicable provide for 
group practice and comprehensive medi- 
cal care including preventive services) 
in the acquisition, construction, and 
equipment of needed facilities. Each 
bill would make federal funds available 
to pay part of the costs incurred. 

As has been pointed out by persons 
recommending financial participation by 
the state or federal government, assist- 
ance of this type will give government 
a voice in making rules and regulations 
to insure that public funds are being 
expended properly.** Even if there is 
no financial participation by govern- 
ment, some people believe that the time 
may come when the magnitude of volun- 
tary health insurance programs, both 
in numbers covered and moneys in- 
volved, will result in government inquiry 
into the quantity and quality of services 
provided. 

To summarize: present enrollment, al- 
though large, is unequally distributed, 
leaving most of the rural population and 
a number of special groups, which pre- 
sent enrollment difficulties, without any 
type of protection. Many nonprofit 
organizations are now providing indem- 
nity rather than service benefits, or a 
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combination of the two. The voluntary 
health insurance programs which now 
have the largest coverage show a de- 
cided tendency to concentrate their 
efforts on alleviating the financial bur- 
den of surgical-hospitalized illness. As 
a result, less than 10 per cent of the total 
family expenditures for medical care in 
1947 is estimated to have been covered 
through voluntary health insurance. 

The place of the voluntary programs 
will increase in importance to the extent 
that they follow the recommendations 
of the Medical Care Section of the Na- 
tional Health Assembly, namely, that 
they make available more comprehensive 
health services, that they encourage the 
development of a high quality of medical 
care, and that they provide such services 
on an economically sound basis for a 
major part of the population. Their 
ability to follow these recommendations 
raises the basic question of the adequacy 
of voluntary insurance and the need for 
compulsory insurance. Achievement of 
positive health involves many needs be- 
sides medical care, but a comprehensive 
medical care plan with broad coverage 
would be an important step toward that 
goal. 
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Veterinary Public Health 


In order to promote national programs 
in the veterinary aspects of public health 
and to coordinate the international 
phases of such programs, a Veterinary 
Public Health Section has been created 
by the Pan American Sanitary Bureau 
(regional office of WHO). The diseases 
known to be transmissible from animals 
to man include anthrax, brucellosis, 
tularemia, psittacosis, rabies, and trichi- 
nosis. However, animals are reservoirs 
of infection for many others such as 
jungle yellow fever, sylvatic plague, 
schistosomiasis, leptospirosis, Rocky 
Mountain spotted fever, and the various 
encephalitides. Other human infections 
are contracted through contaminated 
animal products. 

One of the first steps to be taken by 
the new section is a campaign of rabies 
control along the United States-Mexican 
border. Technicians from Mexico, headed 
by Dr. Gerardo Varela, Director of the 
Institute of Tropical Medicine of Mexico 
City, recently came to the United States 
under the auspices of the PASB to study 


the latest rabies control methods devel- 
oped by the U. S. Public Health Service. 

Second, is a campaign against hyda- 
tidosis in the Rio de la Plata Area, which 
is said to be gradually extending to ad- 
jecent areas. An active public education 
project will be promoted along with a 
program for controlling the disease in 
animals. 

Third, special brucellosis studies are 
now in progress; the Third Inter-Ameri- 
can Brucellosis Congress is scheduled for 
November, 1950, in Washington, D. C., 
under the joint sponsorship of the 
Brucellosis Committee of the U. S. 
National Research Council and _ the 
PASB. 

Chief of the new Section, is Benjamin 
D. Blood, D.V.M., an experienced public 
health veterinarian. He served with the 
armed forces during both the last war 
and post-war periods ending with a tour 
of duty as civilian consultant in Korea, 
where he organized the veterinary serv- 
ice and founded the first college of 
veterinary medicine of that country. 
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Voluntary Health Insurance 
on the National Scene 


Group Health Codperatives * 


JERRY VOORHIS 


Executive Secretary, Cooperative Health Federation of America, 
Chicago, Jil. 


[jerome are many shapes and sizes of 
group health plans now in operation 
in the United States. They range all 
the way from the Health Insurance 
Plan of Greater New York with more 
than 220,000 subscriber-members and 
hundreds of participating physicians, to 
the new codperative hospital at Karnes 
City, Tex., which has just succeeded in 
engaging the first two doctors who will 
come to practise there. Some of the 
group health organizations like Group 
Health Association of Washington, 
D. C., Group Health Cooperative of 
Puget Sound, Labor Health Institute of 
St. Louis, and most of the rural co- 
operative hospitals offer comprehensive 
care and service to their members. 
Others, such as Union Health Center 
of New York, provide diagnostic and 
ambulatory treatment. Still others like 
Group Health Insurance of New York 
and Group Health Mutual of St. Paul, 
are insurance plans. Some are in the 
cities, more of them are in rural areas 
where, in some respects, the need is 
greatest. Some are sponsored by labor 
unions, some by farm organizations, 
some are without organized sponsorship. 
They differ in the extent to which they 
apply all the codperative principles in 
their operations. 


* Presented before the Medical Care Section of the 
American Public Health Association at the Seventy- 
seventh Annual Meeting in New York, N. Y., October 
26, 1949. 


Yet certain characteristics are com- 
mon to all these group health plans. 
They represent the natural reaction of 
groups of American citizens to their 
own needs, to the progress of medical 
science, and to the thinking of leaders 
in the field of health-care. The old 
idea was for the medical profession to 
rely upon there being enough sick well- 
to-do people in any given community 
to provide an income such as this pro- 
fession deserves. But in many a com- 
munity there are not very many well- 
to-do people. Both these communities 
and the medical profession have suffered 
in consequence. Furthermore, the old 
idea was that each community must 
wait for a bequest from some wealthy 
person before it could have even the 
most necessary of health facilities. 

Our present thinking on the problem 
of health is a far cry from these older 
conceptions. A wide variety of methods, 
most of them constructive, have been 
and are being applied to change and 
improve the situation; and more such 
methods are proposed. 

In many respects the most direct 
answer of all is found in the formation 
of a group health codperative or similar 
type of group health association. Such 
an organization represents the practical 
realization on the part of its members 
that they cannot safely rely either for 
the presence of doctors among them or 
for adequate health facilities upon the 
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fortuitous illness and generosity of well- 
to-do people. Instead the potential need 
for health care on the part of an entire 
group of people is pooled, together with 
monthly payments to cover the esti- 
mated cost of such care. 

In other words, the principle of pre- 
payment, which everyone agrees is the 
central answer to the problem of en- 
abling people generally to pay for ade- 
quate health care, is applied. 

In the case of a group health plan 
this is done, of course, voluntarily by 
a group of people who have both the 
will and the ability to solve their own 
health problem. To what extent such 
voluntary action can be depended upon 
to meet the entire health problem of 
the nation is another question — and 
one with which this paper does not pre- 
sume to deal. It is, however, evident 
that whenever a group does act volun- 
tarily on its own behalf certain social 
values are created—even beyond the 
health benefits involved. 

The very essence of the work of the 
American Public Health Association is 
the prevention of disease. It has ren- 
dered and is rendering an immeasurable 
public service in this most essential field 
of social welfare. Group health co- 
operatives support with vigor and sin- 
cerity the great work of the A.P.H.A. 
and its members; but the group health 
associations go a step further. They 
recognize that prevention of disease is 
only possible if the doctor has a chance 
to prevent it. They recognize that this 
requires that the doctor see well people 
occasionally in order to keep them well. 
And they know from experience that 
few people will give their doctor a 
chance to see them at regular intervals 
unless they have already prepaid the 
cost of comprehensive care through a 
group health plan. So the second char- 
acteristic of the democratic group health 
organizations is their emphasis on pre- 
ventive medical care. 

One of the greatest fields of progress 
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in medical science in recent years has 
been that of specialization. Whatever 
particular ailment anyone may have, 
there are doctors somewhere who are 
specially equipped by knowledge and 
skill to treat it. But it is perfectly obvi- 
ous that the specialist must have a much 
larger group of potential patients within 
range of his practice than the general 
practitioner needs. Therefore, special- 
ists tend to be drawn always to the 
larger cities. Furthermore, since for 
good and sufficient reason, their services 
are expensive they must minister largely 
to the well-to-do, unless, indeed, groups 
of people can organize their need for 


‘the services of specialists in such a way 


as to assure them of constant practice 
for members of that group. This is 
perhaps one-of the strongest and most 
impelling reasons why voluntary co- 
operative group action is a necessary 
part of the solution of the nation’s 
health problem. Group practice by a 
number of physicians, including both 
general practitioners and specialists, be- 
comes possible wherever a_ sufficient 
number of families are brought together 
in a prepayment health plan. Only un- 
der such circumstances does medical 
specialization have a real chance to 
bring to the people the full benefits of 
which it is capable. And this function 
—that of encouraging and bringing 
about effective group practice —is, so 
far as I can see, one which even the 
benefits of a national insurance program 
will not affect. Regardless of the prog- 
ress of national legislation it will remain 
the responsibility and opportunity of 
group health codoperatives and similar 
group health plans to demonstrate the 
benefits of group practice and to bring 
it into being. This, therefore, is the 
third principle upon which group health 
codperation, in its broad sense, is based. 

The fourth reason for group health 
plans is a typically American one. 
Through them the people can act on 
their own behalf, and can attack their 
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own problems by their own efforts, pro- 
vided only that they are willing to pool 
together their common potential need 
‘and to prepay the cost thereof. If there 
is a danger to our democratic institu- 
tions today, it lies in the taking away 
from the people of opportunities to act 
in solving their own problems and being 
responsible for their own affairs. Not 
governmental action alone, but more 
especially private monopoly is responsi- 
ble for this. Therefore, if there be a 
democratic method of attacking any 
problem—one which enables the people 
to assume direct responsibility for its 
solution — it deserves every encourage- 
ment. It should not, certainly, be frus- 
trated by restrictive legislation, nor by 
discriminatory practices. _Demonstra- 
tion by the people that they can suc- 
cessfully provide for the meeting of their 
own pressing needs is perhaps the most 
essential element in any truly demo- 
cratic society. Not alone for the sake 
of their own health, but also for the 
sake of the health of their national in- 
stitutions, therefore, group health asso- 
ciations take as their fourth major 
principle non-profit operation under 
consumer sponsorship and democratic 
control. 

Yet since the particular consumers of 
medical care, who take the trouble to 
study their problem and to do something 
about it, are also the ones who naturally 
develop the deepest appreciation of the 
value of the doctors’ services, demo- 
cratic control does not mean interference 
with the practice of medicine by a lay 
group. I do not know of a single 
instance where such a thing has hap- 
pened in a group health coédperative. 
The statement of Basic Policy of 
the Cooperative Health Federation of 
America makes this very clear, in these 
words: 


There must be no interference in the prac- 
tice of medicine by the lay board. The tradi- 
tional relationship of physician and patient 
must be preserved. Pertinent statements to 
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this effect shall be included in the by-laws of 
all member organizations. 

Those of us who are associated with 
group health associations and codpera- 
tives would be the last to claim that any 
one of our plans, or all of them put to- 
gether, embodies a complete answer to 
the very complex problem of providing 
adequate health care to the people. In- 
stead we feel we are in the process of 
evolving methods whereby the essential 
practices of prepayment, preventive and 
comprehensive care, group practice, and 
consumer sponsorship can be brought 
together successfully from both the 
patients’ and the doctors’ point of view. 
Out of this major experimentation will 
come, we believe, long sought answers 
to the problem of meeting the great need 
of the people in a manner entirely con- 
sistent with all that is best in the 
American tradition. 

I cannot refrain from expressing the 
hope that both the more conservative 
wing of the American Medical Associa- 
tion and the more determined advocates 
of national health insurance will, with 
us, recognize that they, like us, do not 
have a complete answer to the very 
complex and many-sided problem of 
adequate health care for all the people. 

There are at present a score of group 
health organizations which are regular 
members of the Cooperative Health 
Federation of America. These range in 
membership all the way from 220,000 
for the New York Health Insurance 
Plan to 200 for the smallest of the 
organizations. They differ widely in the 
type of service they provide, some being 
cash indemnity codperative insurance 
companies, while others own hospitals 
and clinics and provide comprehensive 
service directly for their members. Some 
of the plans are located in large cities: 
others, including most of the codperative 
hospitals, are in the most sparsely settled 
areas of the Great Plains. The monthly 
dues or charges also differ widely, de- 
pending of course upon the number of 
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exclusions from service provided, the 
size of the community where the plan 
is located, and in a few cases, unfortu- 
nately, upon a wide differential between 
the charges made to members and the 
fees paid by non-member users of facil- 
ities or services. 

The regular member plans of C.H.F.A. 
provide for the health care needs in one 
way or another of at least 500,000 indi- 
viduals. 

In addition to the regular member 
plans, C.H.F.A. has another 20 associate 
members which include several group 
health codperatives in various stages of 
organization. 

It must be quickly added that by no 
means all of the group health organiza- 
tions of the country are members of 
the Codperative Health Federation. 
Many of the codperative hospitals of 
the Southwest are not yet members. 
Generally, the labor union health plans 
are not members. So that the total num- 
ber of persons, all or part of whose 
medical care is provided as a result of 
their own effort and through organiza- 
tions substantially under their own con- 
trol, is probably several times the 
500,000 figure just given. 

For example, the Farm Credit Admin- 
istration reported in July, 1949, that 
there were 72 “rural codperative health 
associations” either in operation, in 
process of constructing facilities, in 
process of organization, or in an inactive 
status as of that date. The Department 
of Agriculture in testimony before a 
House Committee in June, 1949, divided 
“100 rural health codperatives ” which 
had up to that date been formed into 
the following classifications: 20 which 
had succeeded in providing or arranging 
for health service centers through which 
they offered prepaid services to their 
members; 23 which were either raising 
funds for construction or were in the 
process of constructing health service 
centers or hospitals; 8 which owned 
buildings but had no prepayment plans; 
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29 which were either inactive or dis- 
banded; and 20, concerning which cur- 
rent information was not available. 

It is unfortunate that results of simi- 
lar studies regarding urban group health 
developments are not available. If they 
were I would guess that the record would 
be found to be not unlike that of the 
rural experiences. 

The question may well be asked why, 
if group health codperatives and similar 
consumer-sponsored health plans have 
proved so successful in certain instances 
and why, if they contain so great a po- 
tential for bringing about the most 
progressive of medical care practices, has 
their development not been more wide- 
spread? 

Consider for a moment some of the 
problems which must be solved if a co- 
operative health plan providing direct 
service is to be successfully developed 
in a typical community. First, the pre- 
liminary steps must be taken in such a 
way that friction between various poten- 
tially interested groups in the commu- 
nity, some of them highly organized, will 
be avoided. Second, the correct approach 
must be made to the local doctors and 
it must be made at the very outset. 
Third, the campaign to enlist members 
and raise capital funds must be con- 
ducted in such a way that its goal is 
reached without leading prospective 
members to expect more benefits for 
their prepayment dollar than can in 
fact be furnished. Fourth, means must 
be found to provide the necessary physi- 
cal facilities, a task which in some com- 
munities is well-nigh impossible without 
some assistance. Fifth, there 
must be developed a clear-cut plan em- 
bodying the exact services and benefits 
which can and will be furnished for a 
given schedule of monthly dues pay- 
ments. Sixth, right relationship must be 
established between the membership and 
the board, the board and the manager, 
the manager and the employees; and 
between all the laymen in their various 
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capacities on the one hand, and the pro- 
fessional staff on the other. And there 
are even times when intra-staff relation- 
ships are hardly ideal. Seventh, the all 
important selection of the medical staff, 
especially the chief of staff, will largely 
determine the success or failure of the 
organization. 

While these hurdles are being cleared 
the group may suddenly find either that 
their very constructive efforts are actu- 
ally in violation of state law or that 
their seventh problem has been rendered 
insoluble by the attitude of the state 
or local medical society. 

There are state laws which make it 
either actually illegal or completely im- 
practical for a group of consumers of 
medical care to organize any sort of 
association to make such care available 
to themselves. These laws are on the 
statute books in more than a dozen 
states. In other states the absence of 
any sort of enabling legislation for group 
health codperatives or associations, cou- 
pled with common law barriers against 
what is mistakenly termed “contract 
medicine,” operate with virtually the 
same result. In every state, such en- 
abling legislation should be passed as 
was enacted in Wisconsin in 1947, with 
the support, incidentally, of the state 
medical association. 

The second major barrier to the de- 
velopment of group health associations 
is discrimination against doctors asso- 
ciating themselves therewith. Many a 
group which was well organized, had its 
capital funds practically raised, and 
thought itself ready to start providing 
health services to its members, has been 
discouraged to the point of dissolution 
by its inability to secure the services of 
doctors. True enough, in many such 
cases, the wrong approach, or what is 
worse, no approach at all, has been made 
to the local medical society. Yet even 
where this has not been the case, doctor 
after doctor has been frightened away 
by advice to the effect that his practice 
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with a group health association would 
not be recognized as proper by the state 
or county medical society, that he need 
not expect consideration for membership 
in these societies and that his profes- 
sional standing would be endangered. 
Cases of this kind have no reference 
whatsoever to the professional ability 
or ethical standards of the doctors in- 
volved. Indeed, if any potential patients 
in this whole country are insistent on 
the very best of professional qualifica- 
tions and the highest of ethical standards 
in their doctors, it is the potential pa- 
tients who are members of group health 
associations and codperatives. But we 
are confronted with such instances of 
discrimination as the refusal of a county 
medical society to admit to membership 
the doctors on the staff of a group 
health codperative despite the fact that 
as part of their practice these same doc- 
tors staff the hospital of the codperative 
which has been approved by the Ameri- 
can Medical Association! 

Over the past year and a half negotia- 
tions have been carried on in a spirit of 
great mutual respect between a commit- 
tee of the American Medical Association 
and a committee representing organiza- 
tions of consumers of medical care, look- 
ing toward elimination of barriers of 
legislation and discrimination against 
group health plans. The principal re- 
sult to date of such negotiations has been 
the passage by the House of Delegates 
of the A.M.A. at its last meeting in At- 
lantic City of an agreed set of 20 princi- 
ples or standards for group health plans 
including codperative and other con- 
sumer-sponsored plans. We believe these 
20 principles will provide no higher 
standards than those set forth in our own 
Statement of Basic Policy which the 
C.H.F.A. itself prepared some time ago 
as a guide to the practices of its mem- 
bers. Yet it was highly encouraging to 
have the A.M.A. give official recognition 
to the fact that lay-sponsored plans can, 
without question, be operated in such 
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fashion that they would merit full ap- 
proval by organized medicine. It, how- 
ever, was much less encouraging to have 
the resolution so framed that such a 
stamp of approval will be given only on 
condition that the state and local medi- 
cal societies have first given their en- 
dorsement to the plans in question. And 
some, though by no means all, of those 
state and local societies are the very 
organizations which have employed the 
discriminating tactics which we are try- 
ing to bring to an end. 

So fundamental is the motivation of 
group health codperatives and similar 
group health plans and, under every 
circumstance, so essential is their con- 
tribution to the overall solution of the 
nation’s health problem, that there can 
be little doubt of their growth and ex- 
pansion. They express the basic scien- 
tific attitude toward any great problem 
—that of experimentation with one 
method of organization after another 
until one is evolved which fits each given 
situation. The codperative hospitals 
which have made hospital care for the 
first time available to the people of 
multiple-county areas in the Great 
Plains represent one contribution. The 
codperative clinics serving thousands of 
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city people and reaching out with affili- 
ated branch clinics into rural areas 
such as we find in Seattle represent 
another. The health centers for labor 
union members, like those of the United 
Mine Workers, International Ladies’ 
Garment Workers’ Union, and Labor 
Health Institute of St. Louis represent 
a third method. Codperative health 
insurance plans, particularly those like 
Group Health Mutual of St. Paul and 
Group Health Insurance of New York 
City, where the insured are themselves 
members of credit unions, labor unions 
or other membership organizations and 
where the policy-holder members really 
control, constitute a fourth approach. 

The basic objectives, however, are the 
same. They are set forth in the State- 
ment of Basic Policy of the Codperative 
Health Federation in these words: 

Its aim is to provide a more effective ap- 
proach to the organization of medical care by 
combining a method of prepayment with a 
method of group practice and by combining 
preventive services with curative services. 
Such a policy is necessary in order that ade- 
quate medical care may be rendered at reason- 
able cost. The Codperative Health Federation 
of America does not presume to alter the valid 
science and art of the practice of medicine nor 
does it attempt to change the basic ethics of 
the medical profession. 


National Foundation Fellowships 


The National Foundation for Infantile 
Paralysis is offering to candidates whose 
objectives are research and teaching, 
postgraduate research fellowships for one 
to three years in virology, orthopedic 
surgery, pediatrics, epidemiology, and 
neurology. 

Candidates must be United States 
citizens in sound health; have a de- 
gree of Doctor of Medicine or Doctor 
of Philosophy, and have a 2 years’ 


residency training in the specialty; and 
must submit a program of study and 
detailed plan of investigation. They will 
be selected competitively by a committee 
of scientists and clinicians. 

Flexible financial benefits are arranged 
according to individual needs. Additional 
information and applications from Pro- 
fessional Education Division, The Na- 
tional Foundation for Infantile Paralysis, 
120 Broadway, New York 5. 
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Multiphasic Screening Examinations 
An Extension of the Mass 
Screening Technique’ 


LESTER BRESLOW, M.D., M.P.H., F.A.P.H.A. 
California State Department of Public Health, Berkeley, Calif. 


UBLIC health workers are now 

directing their efforts to the control 
of the chronic diseases. As in all fields 
of public health endeavor, emphasis in 
chronic disease control correctly 
placed on prevention—the basis of an 
aggressive attack on these diseases. 

The starting point in this field is the 
familiar one of developing preventive 
techniques capable of wide application. 
The purpose of this discussion is to 
present a technique developed recently 
for use in the control of certain of the 
chronic diseases, to describe the evolu- 
tion of this technique, and to outline 
certain problems connected with it. 

The technique to be presented is based 
on a fundamental concept in preventive 
medicine, the concept that early detec- 
tion, early diagnosis, and adequate 
treatment can accomplish substantial 
reduction in disability and deaths re- 
sulting from the chronic diseases. These 
measures—early detection, early diag- 
and adequate treatment—can 
often prevent the further development 
of incipient disease processes, avoid com- 
plications, and reduce the disability ac- 
companying advanced or later stages of 
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disease. 

This fundamental concept of preven- 
tive medicine is, of course, not a new 
* Presented before a Joint Session of the Epidemi- 
ology, Food and Nutrition, Health Officers, and Statis- 
tics Sections of the American Public Health Association 
at the Seventy-seventh Annual Meeting in New York, 
N. Y., October 27, 1949. 
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one. It has been used by medical asso- 
ciations, public health agencies, and life 
insurance companies, which have pro- 
moted and popularized the idea of 
“periodic health examinations ” during 
the past quarter of a century. 

These examinations, which have as 
their purpose the early detection of dis- 
ease, usually require from 1% to 2 hours 
of a physician’s time. The laboratory 
services provided in connection with 
such health examinations are relatively 
expensive since they are rendered on an 
individual case basis. If a large segment 
of the population were to receive peri- 
odic health examinations, the number of 
physicians required would exceed the 
number of physicians now available and 
the number which can reasonably be 
expected to become available during the 
next several years. It must also be 
acknowledged that physicians generally 
have not been greatly interested in giv- 
ing periodic health examinations. 

Hence, the periodic health examina- 
tion—viewed as a technique for chronic 
disease control—has severe limitations. 
Some of these limitations are pointed out 
in an editorial of the Journal of the 
American Medical Association,’ wherein 
attention is called to the possibility of 
streamlining individual health examina- 
tions, with emphasis on the part which 
can be played by well trained technical 
assistants and laboratory technicians. 

An entirely different approach to the 
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detection of disease in its early stages 
—and especially before symptoms are 
present—has long been known to public 
health agencies. Mass chest x-ray sur- 
veys using photofluorographic equipment 
and mass serologic testing programs for 
the detection of syphilis are well estab- 
lished preventive methods. Recently, 
comparable screening techniques have 
been developed for early detection of 
diabetes,” certain types of heart dis- 
ease,* and cancers of certain sites.*® 

In contrast to periodic health exam- 
inations, these screening procedures are 
capable of very wide application; they 
are relatively inexpensive per person 
tested; and they require relatively little 
time on the part of the physicians. 
Physicians are not needed to administer 
the tests. Only an insignificant amount 
of physicians’ time is required for inter- 
pretation of each person’s test, especially 
where physicians qualified in particular 
screening techniques interpret the test 
results. 

These screening procedures have been 
used, for the most part, in separate case 
finding programs. A population group 
in one city is screened for tuberculosis. 
A separate program is conducted, in the 
same city or elsewhere, to screen a popu- 
lation group for diabetes. Another pro- 
gram is undertaken to screen for syphilis. 

With the development of new screen- 
ing techniques, applicable to additional 
diseases, the time was ripe for reviewing 
our categorical approach to case finding 
and considering the possibility of com- 
bining these separate screening methods. 
When we screen a population group for 
tuberculosis, why not screen at the same 
time for syphilis, diabetes, heart disease, 
and cancer? In considering this ques- 
tion, the advantages of combined screen- 
ing operations through a multiphasic 
screening procedure become quite ob- 
vious. 

For the individual who is served, a 
distinct advantage lies in the more com- 
plete survey of significant disease proc- 
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esses. This survey can be conducted in 
a time not much greater than would be 
required for screening for a single dis- 
ease. Where such screening procedures 
are carried out among industrial popu- 
lations the time element is especially 
important. 

For the administrative agency, there 
are several advantages to the multiphasic 
approach. The health education program, 
which is carried out before any good 
screening campaign, is not much more 
expensive when directed against several 
diseases than when conducted for one 
disease alone. A single records-and- 
statistics system, developed to handle a 
multiphasic screening program, is less 
expensive and cumbersome than the 
multiplicity of record systems which are 
now in use by health departments for 
the several screening programs individ- 
ually. Furthermore, the combined 
screening results when added to an 
individual or family folder make a more 
meaningful and serviceable record. Lab- 
oratory services for the screening tests, 
even when these are conducted in mobile 
units, can be adapted to a multiphasic 
program quite readily. The follow-up 
of individuals who are screened out of 
the population as meriting further diag- 
nostic attention can be organized on a 
generalized basis rather than on a cate- 
gorical one. There are thus numerous 
savings in personnel and administrative 
expenses. 

When one considers the expected re- 
turns from a multiphasic screening pro- 
cedure, its rationale becomes even more 
clear. The discovery of active tubercu- 
losis and early syphilis will, of course, 
vary considerably with the type of popu- 
lation screened. However, for the adult 
population of the United States as a 
whole, the discovery rate of each of 
these diseases would probably be not 
less than 3 per 1,000. In the case of 
diabetes, studies? have indicated that 
approximately 7 previously unknown 
cases per 1,000 persons tested would be 
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discovered through blood-sugar and 
urine-sugar screening devices. A careful 


follow-up of persons whose miniature 
chest x-ray films disclosed abnormal 
cardiac shadows revealed * that 10 per 
1,000 of the total group studied had 
previously unknown, clinically significant 
heart disease. Recent reports of the ap- 
plication of the cytologic test for auty 
detection of cancer of the cervix+ and 
of the lung® indicate that this test may 
be a valuable screening device. Where 
the cytologic test has been applied 
routinely for the discovery of cancer of 
the cervix, the incidence of pre-invasive 
(very early) cancer has been much 
higher than anticipated. In fact, these 
findings are radically changing our en- 
tire concept of cancer of the cervix. In 
view of the present high mortality rate 
in cancer of the cervix, a discovery rate 
of even 1 per 1,000 might well justify 
a routine application of the test for 
women 30 years of age and over. Several 
reports * showing rates in excess of 
case found per 1,000 screened have 
appeared in the literature. 

By combining tests for these several 
diseases, one would expect to find, in a 
multiphasic screening of 1,000 persons, 
approximately 20 to 30 persons who 
have significant disease requiring the 
continuing attention of a physician. In 
addition, one can readily conceive of 
the incorporation of other tests into the 
battery; these might include hemoglobin 
determination, albumin test of the urine, 
blood pressure, weight, vision and audi- 
ometric testing. Again, characteristic of 
all of these tests is the fact that the 
physician is not required at the first 
contact with. the person (he is not yet 
a patient). The screening procedures 


can be carried out by technicians. A 
physician is required only for rapid 
interpretation of certain test results and 
thereafter, when there appears to be 
some lead from the screening procedure 
which justifies his spending time with 
the patient in diagnostic study. 
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As reported by Canelo, et al." in San 
Jose, Calif., after extensive joint plan- 
ning by a number of agencies, a multi- 
phasic screening program was conducted 
on a trial basis last year. The County 
Medical Society, City Health Depart- 
ment, and State Department of Public 
Health carried out a survey covering 
945 employees in four establishments. 
The screening procedures included a 
miniature x-ray film of the chest, test 
of the urine for albumin and glycosuria, 
and the securing of a blood specimen, 
half used for the serologic test for 
syphilis and half for the determination 
of blood-sugar level. In addition, a brief 
history form was used, containing ques- 
tions relating to heart disease, tubercu- 
losis, diabetes, and syphilis. 

All of these tests, including the com- 
pletion of the brief history form, re- 
quired only about 15 minutes for each 
person tested. Further details and final 
results of the experience in San Jose 
have been reported elsewhere.® However, 
it can be noted here that although fol- 
low-up was deficient in certain respects, 
13 cases of previously unknown signifi- 
cant disease were discovered and placed 
in the hands of physicians for care. 
These were cases of diabetes, active 
tuberculosis, and cardiovascular renal 
disease. Sixteen other cases of disease— 
previously known—were also disclosed. 
Many of these had lapsed from care and 
sought medical attention again as a re- 
sult of the survey. 

At the present time, several California 
health departments are planning to com- 
bine their screening procedures in a mul- 
tiphasic approach to case finding. In one 
metropolitan area, where a mass chest 
x-ray survey is to be conducted shortly, 
appropriate attention will be paid to the 
discovery of heart disease and cancer as 
well as tuberculosis. Clinicians especi- 
ally interested in cancer and heart dis- 
ease will serve on boards of review in 
the interpretation of films where these 
diseases are suspected. The clinicians, 
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with auxiliary personnel furnished by 
the health department, will take the 
responsibility for following up these 
suspected individuals to definitive diag- 
nosis. 

In another community, consideration 
is being given to the use of the cytologic 
test for uterine cancer in screening vene- 
real disease clinic patients. Several 
health departments plan to incorporate 
the micro test for blood-sugar level into 
their present programs. 

Numerous problems in connection 
with multiphasic screening procedures 
have yet to be solved. These problems 
lie in the fields of technical development, 
professional education, professional re- 
lationships, and administration. 

Among the problems of technical 
development are these: The micro test 
for blood-sugar determination is now 
commercially available; however, a 
satisfactory apparatus for mass applica- 
tion of the test has yet to be developed. 
The cytologic test for cancer is now 
applicable to cancer of the uterus and 
cancer of the lung. Delineation of the 
limits of applicability to these sites and 
further investigation of the application 
of the cytologic test to the gastrointes- 
tinal tract and to the genitourinary tract 
are needed. A good serologic test for 
cancer would be a tremendous contribu- 
tion. These are merely examples of the 
many problems in the technical area of 
screening which remain to be worked 
out. 

The adequate training of technicians 
to screen the smears for the cytologic 
test for cancer is a serious need. It is 
apparent that it is not an economical 
use of professional time for physicians 
to do the initial screening. Technicians 
can be trained to do it adequately, but 
this requires several months. Physicians 
who take responsibility for review of 
suspicious or positive smears and for 
the sending out of reports also need fur- 
ther training in the interpretation of the 
smears, especially in new developments. 
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The physicians who read the minia- 
ture chest x-ray films have devoted 
primary attention to the discovery of 
tuberculosis. In general, only casual 
attention has been given to the possi- 
bility of neoplastic disease and cardiac 
disease. Training of persons who are to 
read the films must assure that adequate 
attention will be paid to heart disease 
and cancer. 

Public health nurses, who will have 
a large share of the responsibility for 
adequate follow-up have not received 
much training in heart disease, cancer, 
diabetes, and other chronic diseases 
which can be detected through screen- 
ing procedures. The nurses will need to 
know the significance of the various 
tests and to learn follow-up techniques 
which are applicable. 

One problem, requiring very careful 
consideration in connection with multi- 
phasic surveys, is that of professional 
relationships. It should be emphasized 
that the multiphasic examination is a 


screening procedure, and is to be sharply 
differentiated from diagnosis. Screening 
represents a lead to diagnosis, and it is 
only that. Definitive studies are needed 
after the screening procedure gives the 


lead. These further studies should be 
carried out where the patient is to re- 
ceive his medical care, although it may 
be desirable to repeat certain of the tests 
which are borderline in significance be- 
fore the individual is referred for what 
may be an expensive diagnostic study. 
Arrangements should be worked out 
with local medical societies for the 
referral of individuals for diagnostic 
study and treatment. Local patterns of 
medical care should be observed. This, 
however, does not relieve the agency 
conducting the multiphasic screening 
examination from responsibility for fol- 
low-up. This agency needs to ascertain 
whether, where findings are suggestive, 
the individual concerned is seen by a 
physician, a final diagnosis reported, and 
necessary treatment undertaken. 
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In recent years there has been a rapid 
growth in the interest of clinicians in 
the control of certain of these diseases. 
* Most state and many county medical 
societies now have active cancer com- 
mittees. Similar committees are being 
formed in the heart and diabetes fields. 
Such committees are important allies in 
the development of screening procedures. 
The physicians on these committees 
recognize the public health implications 
and the possibility of organized control 
efforts in the area of their clinical inter- 
est. They are helpful in establishing 
criteria for screening levels; they have 
an important role in the professional 
education of physicians in diagnostic 
criteria and methods of treatment for 
the various diseases. They are also best 
qualified to interpret the screening pro- 
gram to executive bodies of voluntary 
health agencies. 

In addition to the above kinds of 
problems, the administrator of a screen- 
ing program has certain special prob- 
lems of his own. He will want to con- 
sider the age and sex groups in the 
population where the greatest returns 
would be expected. Epidemiological 
planning in the control of the chronic 
diseases is necessary, just as in the case 
of the acute communicable diseases. The 
administrator should examine the rela- 
tionship between the various individual 
screening programs now under way to 
determine whether they can be com- 
bined and whether other screening tech- 
niques can be added to the program. 
Careful studies of costs have yet to be 
made. These should include not only the 
cost of the screening tests for individuals 
served but also the cost for follow-up 
services. The relationship of this total 
cost to the number of individuals ulti- 
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mately found to have significant disease 
requiring medical attention would be 
one method of evaluating the procedure. 

The multiphasic screening procedure 
is not a substitute for a visit to a physi- 
cian. Annual visits to a physician, 
whether symptoms are present or not, 
are obviously desirable. Ideal would be 
the training of adequate numbers of 
physicians for the “health maintenance” 
type of practice popularized by pedia- 
tricians for one age group. It should be 
noted that neither a multiphasic screen- 
ing procedure nor periodic visits to a 
physician guarantee the discovery of all 
potentially significant disease. 

The multiphasic screening procedure, 
through which 20 to 30 cases of signifi- 
cant disease may be discovered per 1,000 
persons tested, constitutes a practical 
approach to the present-day problems 
in preventive medicine. With the in- 
creasing emphasis in public health on 
the control of the chronic diseases, this 
preventive technique—designed for the 
early detection of groups of these dis- 


eases—merits further consideration, 
study and exploration. 

REFERENCES 
1. Editorial. Streamlining Health Examinations, 


J.A.M.A. 137, 3:244 (May 15), 1948. 

. Wilkerson, Hugh L. C., and Krall, Leo P. Diabetes 
in a New England Town. J.A.M.A. 135:209 (Sept. 
27), 1947. 

. Thompson, William Paul, and Jellen, Joseph. Heart 
Size in Four by Five Inch Films. Am. Rev. Tuberc. 
57:379 (Apr.), 1948. 

. Fremont-Smith, Maurice, and Graham, Ruth M. 
The Vaginal Smear. J.A.M.A. 137:921 (July 10), 
1948. 

Kano, Ikeda. Detection of Early Cancer of the 
Cervix Uteri by the Papanicolaou Method: An Analy- 
sis of 1000 Consecutive Cases. Minnesota Med. 
32:488 (May), 1949. 
. Farber, Seymour M., 
McGrath, Allen K. 


N 


Benioff, 
Diagnosis of 


Mortimer | and 
Bronchiogenic 


wn 


Carcinoma by Cytologic Methods. Radiology 52:511 
(Apr.), 1949. 

Canelo, C. Kelly, Bissell, Dwight M., Abrams, Her- 
bert, and Breslow, Lester 
Survey in San Jose 
( Dec.) 


A Multiphasic Screening 
California Med. 71:409-413 


1949 


Vol. 40 


Staphylococcal Food Poisoning 


A Report of Two Related Outbreaks, and a Discussion 
of the Data Presented 


"MILTON FEIG, M.D., M.P.H. 


District Health Officer, State of Wisconsin Board of Health, 
Green Bay, Wis. 


T is the intention of this paper to 

present and discuss two distinct but 
related outbreaks of food poisoning 
caused by staphylococci which were 
present in baked hams. The interval 
between outbreaks was one week, 
and both hams were apparently con- 
taminated at a similarly widely separated 
period of time by the same source. There 
has been secured from most of the per- 
sons reported ill in these outbreaks in- 
formation concerning the incubation 
periods, the symptomatology, and the 
duration of illness. From these data, the 
frequency of occurrence of the various 
symptoms, the rate of recovery, and a 
correlation between the various incuba- 
tion periods and duration of illness is 
presented. 


INVESTIGATION OF THE OUTBREAKS 

On June 22, 1949, the writer, District Health 
Officer for the Sixth Sanitary District, State 
of Wisconsin Board of Health, was informed 
by Dr. George M. Shinners, Commissioner of 
Health for the City of Green Bay, that Dr 
F. B. Vande Loo of Wrightstown had just 
reported two separate outbreaks of food poi- 
soning, each occurring one week apart, in that 
village. Dr. Vande Loo was contacted and 
from him it was learned that there had been 
a considerable number of persons who had 
become ill following the partaking of food at 
two weddings in the village. One wedding, 
the B-S, was on Saturday, June 11; the 
second wedding, the V-R, was on Saturday, 
June 18. In both instances food was served 
and eaten at the respective bride’s parents’ 
homes between 5 and 6 P.M. of the day of the 
wedding. Both homes were visited and com- 


plete lists of guests present at each wedding 
dinner were secured. A list of all foods avail- 
able at each dinner was obtained, as well as 
pertinent information concerning the source 
and methods of preparation of the foods. 
Questionnaires were prepared and mailed to 
all the guests present at each of the dinners. 

Eighty-five persons were present at the B-S 
dinner on Saturday evening, June 11. Of this 
number, 67 completed and returned the ques- 
tionnaires. All of them had partaken of food 
at the dinner, and 34 or 50.7 per cent had 
become ill. 

The V-R wedding was attended by 108 
persons on June 18, and the physician’s report 
of the outbreak was made simultaneously with 
that of the preceding one. Questionnaires 
were completed and returned by 87 of the 
108. Thirty-nine of the 87, all of whom had 
been exposed to the food, became ill—44.6 
per cent. 

Of the 34 persons who became ill at the 
B-S dinner, 33 or 97.1 per cent had eaten 
baked ham. Of the 39 persons who became 
ill at the V-R dinner on June 18, all (100 per 
cent), had partaken of baked ham. It may be 
mentioned here that with the exception of 
three items, the foods available at the V-R 
dinner matched those of the B-S affair. The 
population of Wrightstown is about 600, and 
many of the families are of single ethnological 
stock and interrelated by marriage. What is 
remarkable, epidemiologically, is that none of 
those present at the first dinner were present 
at the second. 

On June 22 (the day the outbreaks were 
reported), the remains of a whole ham, still 
unsliced, which had been eaten at the B-S 
dinner, was obtained from the B home where 
it had been kept refrigerated. On June 23, 
two hams used at the second wedding dinner 
on June 18 were obtained at the V home. 
One of the hams at the V home had been 
sliced completely, but the second ham re- 
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mained essentially whole. These also had been 
kept under refrigeration since the outbreak. 

The hams used at both dinners were ordered 
through separate local grocers in Wrightstown. 
However, both local dealers had obtained the 
hams, completely baked, from a single source, 
R, in Green Bay. The Green Bay Health 
Department secured from R’s the information 
that the hams in question were about 22 Ibs. 
each, and were labeled graded hams. These 
hams are received by them, sealed and re- 
frigerated, via railroad car. They are then 
stored under refrigeration, and delivered to 
the bakery by refrigerated truck. Baking of 
the hams was done in both cases by the B 
Bakery of Green Bay. The hams were pre- 
pared by rolling them in dough and baking 
them in the oven. Three employees of the 
bakery could have handled and contaminated 
these hams. Immediately after baking, the B. 
Bakery delivered the hams while still hot and 
completely covered by dough to each of the 
local Wrightstown dealers. In both instances, 
the hams were delivered at noon of the day 
preceding the respective wedding feasts. In- 
formation solicited from each of the grocers 
indicated that with delivery of the hams came 
the advice that the hams should not be 
refrigerated while warm. In each instance, the 
hams were obtained by the customers about 
3 to 4 hours after they were received by the 
grocers, each of whom faithfully relayed advice 
against refrigeration. Thus, the hams were 
unrefrigerated for at least 24 hours before 
being eaten—enabling them to act as excellent 
media for that period of time. The dough 
seals of the hams were not opened until a 
short while before each dinner. 

Bacteriologic study of the hams was made 
at the Green Bay Cooperative Laboratory. 
Swabs were taken by incising to the bone in 
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the unexposed whole portions of the hams and 
swabbing the areas of meat nearest the bone. 
An excellent growth of Gram-positive hemo- 
lytic Staphylococcus albus was obtained from 
these hams. The three employees of the bakery 
who unsealed the refrigerated hams, rolled 
them in dough and baked them, were ques- 
tioned and examined. None showed evidence 
of superficial skin, eye, ear, or finger infection. 
One of the bakers, however, did admit that 
he had had a mild “cold” about June 11 
from which he recovered about June 18. Upon 
examination by Dr. George M. Shinners, this 
baker, and the other two as well, exhibited 
evidence of pharyngeal injection, whereupon 
throat swabs were immediately taken from all 
three suspects. Cultures revealed the presence 
of Gram-positive hemolytic Staphylococcus 
albus. Facilities were not available for a 
determination, by bacteriophage typing, of 
the similarity of strain of the staphylococci 
isolated from the hams and throats; nor could 
tests for enterotoxin production be conducted. 


INCUBATION PERIOD 

From the data procured in this in- 
vestigation and presented in Table 1, 
the median incubation periods and inter- 
quartile ranges were determined for 
each outbreak, and (since there was no 
significant difference) for both out- 
breaks combined. The median incuba- 
tion period for the B-S outbreak was 
4.2 hrs., and that for the V-R outbreak 
was 3.0 hrs. The combined median is 
3.35 hrs. 

The interquartile ranges for the B-S 
and the V-R affairs were 3.0 to 5.4 hrs., 
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Number and Per cent of Persons Becoming Ill at Various Incubation Periods at each of Two 
Outbreaks and both Outbreaks Combined 


Incubation B-S Outbreak 


period No. Per cent 
in hours Becoming ill Becoming Ill 
Under 1 1 3.2 
1-1.9 1 3.2 
2-2.9 3 9.7 
3-3.9 5 16.1 
4-4.9 8 25.8 
5-5.9 6 19.4 
6-6.9 3.2 
7-7.9 2 6.5 
8-8.9 3 9.7 
9-9.9 1 3.2 
otals 31 100.0 


V-R Outbreak Combined 


No Per cent No. Per cent 
Becoming Becoming Ill Becoming Ill Becoming Jl 
0 0 1 1.5 
4 10.7 5 7.4 
) 16.2 9 13.2 
17 46.0 22 32.4 
5 13.5 13 19.1 
3 8.1 9 13.2 
0 0 1 1.5 
1 3.4 3 4.4 
1 5.9 
0 0 1 1.5 
37 99.9 68 100.1 
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TABLE 2 
Frequency of Symptoms Reported at B-S and V-R Outbreaks 
B-S Outbreak V-R Outbreak Combined 
No. of Persons Percentof No.of Persons Per cent of 

Symptoms Complaining Total Involved Complaining Total Involved No Per cent 
Diarrhea 28 82.4 27 73.0 55 77.5 
Vomiting 26 76.5 28 75.7 54 76.1 
Weakness 23 67.6 27 73.0 50 70.4 
Nausea 17 50.0 15 40.5 32 45.1 
Headache 14 41.2 13 35.1 27 38.0 
Fever 7 20.6 Qo 24.3 16 22.5 
Abdominal Cramps 5 14.7 6 16.2 11 15.5 
Bloody Vomitus 6 17.6 3 8.1 9 12.7 
Bloody Diarrhea 3 8.8 2 5.4 5 7.0 
Leg Cramps 0 0 4 10.8 4 5.6 
Thirst 0 0 1 2.7 1 1.4 
No. of Persons Reporting 34 37 71 


Note: 2 persons reporting ill at V-R outbreak failed to mention symptoms 


The 
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and 2.4 to 3.65 hrs., respectively. 
second outbreak was somewhat 
‘explosive ’’ in nature. 


SYMPTOMATOLOGY 

The symptoms, in order of reported 
frequency, are listed in Table 2. Diar- 
rhea and vomiting were present in 
slightly over 75 per cent of persons 
taken ill. Weakness was also a prominent 
complaint. The other symptoms, in 
descending order of frequency were: 
nausea, headache, fever, abdominal 
cramps, bloody vomitus, bloody diar- 
rhea, leg cramps, and thirst. The paral- 
lelism in the frequency of these 
symptoms in each outbreak is note- 
worthy. 


DURATION OF ILLNESS AND RATE OF 
RECOVERY 
Table 3 presents information received 
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concerning the duration of illness in each 
outbreak. The calculated median dura- 
tion of illness for the first outbreak 
(B-S) was about 1 (0.99) day with an 
interquartile range between 0.5 and 1.7 
days. The median duration for the sec- 
ond outbreak was about 2 (1.99) days, 
and the interquartile range between 0.6 
and 3.35 days. The range of both out- 
breaks combined was 0.53 to 2.9 days, 
with a median of 1.25. 

The rate of recovery is obviously 
more rapid in the first outbreak, the 
second outbreak seeming to require an 
extra day to achieve the same rate. 


RELATIONSHIP BETWEEN INCUBATION 
PERIOD AND DURATION OF ILLNESS 
A possible inverse relationship be- 
tween the incubation period and the 
duration of illness is suggested by a 
consideration of the data. For example, 
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Duration of Illness and Rate of Recovery 


B-S Outbreak 


Duration No. oj Cumulative No. of 
in days Persons Vo Per cent Persons 
Under 1 15 15 50.0 16 
1-1.9 10 25 83.3 3 
2-2.9 1 26 86.7 7 
3-3.9 1 27 90.0 6 
44.9 2 29 96.7 3 
5-5.9 1 30 100.0 3 


V-R Outbreak 


Combined 


Cumulative No. of Cumulative 
Vo. Percent Persons No. Pergent 
16 42.1 31 31 45.6 
19 50.0 13 44 64.8 
26 68.5 & 52 76.5 
32 84.4 7 59 86.8 
35 92.2 5 64 94.2 
38 100.0 4 68 100.0 

68 


Total 30 38 ae 
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Correlation Between Duration and Incubation 


Mid points Means 
Incubation Duration of Illness in Days of 0} 
Period Incubation Duration 
in Hours 0-0 .9 1-1.9 2—_2 3-3 .9 4—4.9 5-5 Total Period Arrays 
1-1.9 - 2 2 4 1.5 5.0 
2-2.9 4 2 2 l a 2.5 1.5 
3-3.9 8 2 4 5 l 2 22 35 2.3 
#4.9 9 2 1 1 13 4.5 1.2 
5-5.9 5 i 1 1 i 9 5.5 1.6 
6-6 .9 1 1 6.5 1.5 
7-7.9 1 2 7.5 1.0 
8-8.9 2 1 1 a4 8.5 
9-9 .9 1 1 9.5 
Totals 29 11 8 8 5 4 65 
Midpoints of 
Class Ranges 
of Duration 0.5 1.5 2.5 3.5 4.5 $.3 
Means of 
Incubation 
Period Arrays 4.5 5.3 4.1 3.8 $.3 2.5 


Correlation Coefficient = 0.332 


in the first outbreak (B-S) the incuba- 
tion period mean was about 4 hrs., and 
the mean duration about 1 day; in the 
second outbreak (V-R) these are 3 hrs. 
and 2 days respectively. 

Sixty-five of the cases studied had 
submitted information concerning both 
incubation and duration. From this in- 
formation a correlation table (Table 4) 
was composed. The correlation coeffi- 
cient is 0.332. 

The following points become appar- 
ent: 


.In 13 of the 17 patients (76.5 per cent) who 
were ill for 3 or more days, the incubation 
period was less than 4 hrs. 

. Not one of the 17 who were ill for 3 or 
more days had an incubation period of 6 
or more hrs. 

.Of the 8 persons whose incubation periods 
were 6 or more hours, only 1 was ill for 2 
or more days. 

. With the exception of the first vertical col- 
umn of the table, the longer the duration of 
illnegs the shorter was the incubation period. 
This relationship is not so consistent where 
the means of the duration arrays are calcu- 
lated at the various midpoints of the 
incubation periods. 
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DISCUSSION 
It is extremely difficult to estimate 


the incidence of illness due to food poi- 
soning. The term “food poisoning ”’ is 
used here in its commonly accepted sense 
today, and it does not include such weil 
defined food-borne clinical entities as 
typhoid and paratyphoid fevers, amebic 
and bacillary dysenteries, scarlet fever 
and septic sore throat, and trichinosis. 
Neither does it include botulism, nor 
illness due to food-borne chemicals. In 
the sense in which it is here used it 
refers to those food-borne episodes of 
gastroenteritis produced by staphylococ- 
cal enterotoxin, or by foods contami- 
nated with bacterial organisms other 
than those responsible for the diseases 
mentioned above. In fact, disease pro- 
duced by staphylococcal enterotoxin 
should now be considered a clinical 
entity in its own right. 

The difficulty in estimating the inci- 
dence of food poisoning in this country 
is due to several factors, the first of 
which is that such illness is reportable 
in about only 14 states of the United 
States. However, the clinical nature of 
the illness is such that relatively few 
cases come to the attention of the 
physician, with the exception of those 
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occurring in institutions. While out- 
breaks are often dramatic in onset, the 
duration of the acute illness is short, 
there are no direct sequelae, and the 
case fatality rate is negligible. Thus, 
what so often first appears as a typhoon 
soon leaves as a gentle breeze, with 
much initial excitement but no lasting 
damage. Not even a vague concept can 
be obtained of the thousands of cases 
which must occur in smaller outbreaks, 
or of the many others who may endemi- 
cally present an almost sub-clinical 
picture. The following quotation, pre- 
viously printed in this Journal, aptly 
expresses the situation in respect to re- 
porting: “Sometimes newspaper ac- 
counts of such epidemics serve as the 
first notice to the health officer that 
something has happened.” This ap- 
pears to be somewhat of an understate- 
ment to the writer whose experience has 
shown a ratio of four newspaper accounts 
to each official report. In a recent pub- 
lication an effort was made to demon- 
strate that, according to the reports 
made to the U. S. Public Health Service, 
food poisoning is definitely increasing in 
incidence,” and in another it is stated 
that gastrointestinal diseases are a major 
cause of absenteeism in industry (18.6 
to 30.6 per cent).’ 

This type of illness has been present 
among us ever since prehistoric man, in 
his struggles against the vagaries of na- 
ture, first learned to preserve food. And 
the same factors which have militated 
against our securing reasonable estimates 
of the incidence of this disease, have 
operated against our efforts to secure 
other essential knowledge. Thus, as re- 
cently as 1944, referring to poisoning by 
staphylococcus enterotoxin, Dolman* 
states, “from the onset the literature 
. . . has been rather confusing and con- 
tentious.” And while this statement was 
made with particular reference to the 
physical properties of the enterotoxin, it 
can be extended with equal justification 
to its physiological properties, the 
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vehicles of transmission, the severity and 
duration of the illness, and undoubtedly 
many other considerations. 

It is chiefly due to the work of Dack, 
et al.,*® who in 1931 showed that 
staphylococcus enterotoxin was respon- 
sible for many of the outbreaks, that 
the impetus was given for the clarifi- 
cation of an extremely confusing con- 
cept of the illness. Dolman,’ who 
distinguished alpha and beta toxins from 
the enterotoxin, also contributed much 
toward this clarification. Despite the 
seemingly accepted status of enterotoxin 
gastroenteritis as a distinct clinical 
entity, one finds the current literature, 
and many standard references on the 
subject, replete with outmoded concepts 
and statements. 

In this presentation of two apparently 
related outbreaks, it is realized that 
additional bacteriologic study would 
have been of utmost value. Determina- 
tion of the identity of strain of the 
staphylococci isolated from the two sets 
of contaminated hams and then further 
identification with those found in at 
least one of the three positive throat 
cultures would have been ideal. The 
subsequent determination of the enter- 
otoxin-producing ability of these identi- 
cal strains would have left little to be 
desired. Unfortunately, as mentioned 
previously in this article, the available 
facilities were inadequate for such study. 
It is believed, however, in view of the 
short incubation periods and the clinical 
picture presented in both outbreaks, that 
an epidemiologic diagnosis of staphylo- 
coccus enterotoxin poisoning in which 
the vehicle was baked ham and in which 
the source of contamination was prob- 
ably one or more of the bakers with 
positive throat cultures will not be dis- 
puted. It is believed that the informa- 
tion procured in these investigations, 
and the subsequent study of the data 
presented here may prove of some value. 

Within the past decade the differenti- 
ation of food poisoning into two basic 
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types, the enterotoxic and the bacterial 
infectious has received universal recog- 
nition. Clinical differentiation is usually 
based on the marked difference in the 
incubation periods of the two types and 
occasionally on differences in the type 
and severity of symptoms and the dura- 
tion of illness. It is in respect to the 
two latter, particularly, that recent 
American literature seemingly abounds 
in omissions and contradictions. In 
England, where the staphylococcus en- 
terotoxin type is receiving belated recog- 
nition, it is not surprising that there 
should be little effort to present differ- 
entiations between the two forms 
clinically. But a review of the literature 
in this country, from the year 1943 to 
the present, also reveals the same situa- 
tion, and in the few instances where 
these factors are considered there is 
great inadequacy and much variability. 
The symptomatology enumerated in 
published reports of outbreaks of staphy- 
lococcal food poisoning varies tremen- 
dously. Not infrequently the illness is 
described by the presentation of two® 
or three symptoms such as vomit- 
ing, diarrhea, and cramps or abdominal 
pain. In some reports 8 to 10 symptoms 
may be presented.*:7:*° In only one 
report,’ however, was there an effort to 
include a statistical analysis of the fre- 
quency of the symptoms (on 10 of 81 
ill persons), and in only one clinical 
description was an effort made to present 
the major symptoms in order of appear- 
ance. Certainly more comprehensive 
and inclusive data along these lines is 
required for a proper differentiation in 
the clinical picture (if one exists) be- 
tween these two most common types of 
food-borne illness, and such data are 
not difficult to obtain. In this paper 
there has been included a summary of 
the frequency of appearance of the 
symptoms in 71 of the cases involved. 
No effort was made to obtain a possible 
sequence for them. (I was not aware of 
the lack of information along these lines 
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at the time of investigation.) It is 
recognized that there may be no appreci- 
able difference in the clinical picture 
presented by the toxic and infectious 
types, but it is felt that this should 
first be determined before it is ruled 
out. 

There is marked variation, as well, in 
reports of the severity and duration of 
this illness. Only too frequently these 
are expressed in terms which do not 
admit of proper evaluation. We thus 
find such descriptions of duration as: 
various aches and pains were complained of 

for several weeks by some.’ 

60 per cent of the patients returned to work 
after the first week." 

the average hospital stay was 12-72 hours.” 

recovery is usually prompt and occurs in 1-5 
days. It may be prolonged in some cases 
for one to two weeks.* *” 

symptoms are short in duration, usually lasting 

3-6 hours.” 
in the majority the durations were 2-3 hours; 

in a few, 2-3 days.® 

And in an exceptionally excellent re- 
port one finds, “ Food intoxication due 
to staphylococci was also probably fairly 
common, but since these outbreaks were 
usually mild and of short duration, very 
few were investigated.”’* This, in spite 
of the fact that outbreaks of staphylo- 
coccal food poisoning have been reported 
at least as frequently as that for all 
other known causes combined. 

If there is, then, so wide and vague 
a difference in reports of the duration 
of this illness, varying from 2 hrs. to 
5 days, how much greater will be the 
variance for a factor such as severity of 
illness, which is much more difficult to 
evaluate? Estimates will range from 
“usually mild,” as quoted above, to 
severe shock with cyanosis and cardiac 
arrhythmias”’* mentioned in another 
report. Many elements must enter into 
any evaluation of the severity of an ill- 
ness—the extent of the symptomatology, 
the severity of the symptoms which 
present themselves, the duration of the 
illness, the degree of incapacity or dis- 
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ability both during and after the attack, 
and the case fatality rate. There is little 
justification for broadly considering at- 
tacks of enterotoxin gastroenteritis as 
mild. It is felt that the mildness or 
severity of an attack will vary directly 
with the amount of enterotoxin ingested, 
its concentration in the gastrointestinal 
tract, the susceptibility of the individ- 
ual, and the rate of destruction or excre- 
tion of the toxin. That this is true in 
respect to the incubation period, par- 
ticularly so far as the first three factors 
are concerned, has been proved by Dack, 
Dolman, and others. 

The presence of a rapid recovery rate 
might logically be expected to obtain 
from the ingestion of a preformed non- 
reproducing toxic agent which is not 
absorbed and is rapidly excreted or 
destroyed. This concept of lack of 
absorption is reinforced by failure of 
exposed individuals to develop immunity 
to the toxin except by subcutaneous in- 
jection.* It must be remembered that an 
illness may be short in duration, yet 
severe in character. 

It was Dack who suggested a possible 
relationship between the length of the 
incubation period and the severity of 
the illness—‘ the illness tends to be 
more severe when the incubation period 
is short.” It is believed that the table 
of correlation between the incubation 
periods and durations which has been 
presented in this paper will offer some 
support to the generalization above. 


SUMMARY 

1. A report of two apparently related 
outbreaks of streptococcal food poison- 
ing in which the vehicle was baked hams 
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probably contaminated by the same 
source at widely separated periods of 
time is presented. 

2. From information gathered in the 
investigation, data concerning the symp- 
tomatology, duration of illness, rate of 
recovery and a possible correlation be- 
tween the incubation periods and dura- 
tion of illness are discussed. 

3. The need for additional, easily 
procured, data is stressed. This will re- 
move a great deal of the confusion 
which seems to be evident in present 
concepts of the clinical nature of staphy- 
lococcus enterotoxin food poisoning. 
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WALTER L. MALLMANN, Pu.D., F.A.P.H.A., AND 
EDWARD B. SELIGMANN, Jr. 


Section of Bacteriology and Public Health, Michigan Agricultural Experiment 
Station, East Lansing, Mich. 


OR a number of years, streptococci 

have been suggested as possible in- 
dicators of fecal contamination in water 
supplies. The presence of fecal strepto- 
cocci in sewage and sewage polluted 
waters is well recognized. Mallmann," in 
1938, found streptococci to be present 
in improperly sanitized swimming pool 
water. In 1948 Vandervelde, Mallmann, 
and Moore? demonstrated that the 
streptococci in swimming pools were 
largely of buccal origin. 

While fecal streptococci have been 
suggested as indicators of pollution it 
would appear that any test on strepto- 
cocci for the contamination of swim- 
ming pools should include both fecal 
and buccal types. 


A satisfactory medium for routine - 


use should preferably be selective, so 
that all other organisms present are sup- 
pressed. In such a medium a clouding 
of the liquid would be indicative of the 
presence of the streptococci. In addition, 
the medium should allow the growth of 
all viable streptococci so that the total 
numbers present can be ascertained. 

A number of media have been re- 
ported for the detecting of streptococci 


* Presented before the Laboratory Section of the 
American Public Health Association at the Seventy- 
seventh Annual Meeting in New York, N. Y., October 
28, 1949. 

Presented as a thesis in partial fulfillment of M.S. 
degree in 1949. (Seligmann) 


in water but no comparative studies are 
available to determine the accuracy of 
each in relation to each other. It seemed 
advisable to make a comparative study 
of available media to determine the value 
of each. 

The studies were limited to liquid 
media because solid media do not adapt 
themselves for use where large volumes 
of water must be examined. 

The first method for the quantitative 
determination of streptococci in swim- 
ming pool water, as proposed by Mall- 
mann and Gelpi,* made use of standard 
lactose broth. The presence of strepto- 
cocci was determined by microscopic 
examination of the sediment in the tubes 
showing growth. 

Sodium azide was first used by Hart- 
man‘ to suppress the growth of Gram- 
negative bacteria while permitting the 
growth of streptococci. Mallmann,* in 
1940, proposed a liquid sodium azide 
medium for the determination of strep- 
tococci indices. This medium was de- 


signed to furnish a more nutritive 
substrate than standard lactose broth 


and at the same time suppress the growth 
of Gram-negative bacteria. 

Hajna and Perry,® in 1943, developed 
a selective medium for Streptococcus 
faecalis. An incubation temperature of 
45.5° C. is used on the basis that the 
fecal streptococci will grow at this 
temperature while others will not. An 
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indicator was added to the medium to 
aid in reading the results. 

Rothe,’ in 1948, proposed a formula- 
tion for a sodium azide medium, which 
is a modification of the media reported 
by Mallmann and Hajna and Perry. 
The medium was prepared by Difco 
Laboratories, who very kindly supplied 
us with experimental batches for our 
studies. 

The media used in this study were 
standard lactose broth, sodium azide 
broth (Mallmann),° Hajna and Perry’s 
S.F. broth,® and azide dextrose broth 
(Rothe).* The last two media were 
obtained from Difco Laboratories. The 
formulation for azide dextrose broth as 
recommended by Rothe was as follows: 


Per cent 
Tryptose (Difco) ....... 1.5 
Beef Extract (Diico)...... 0.45 
1.5 
Sodium chloride .......... 1.5 
0.02 


Final pH — 7.2 


Double strength concentrations of all 
media were prepared and 10 ml. of this 
strength broth were seeded with 10 ml. 
portions of the sample. Single strength 
concentration of the media were seeded 
with 1 ml. portions of suitable 10 fold 
serial dilutions. All media were incu- 
bated at 37° C. for 48 hrs. except Hajna 
and Perry’s S.F. broth which was in- 
cubated at 45° C. for 48 hrs. Five tubes 
for each dilution were used. 

Streptococcus indices were determined 
by Gram-staining a smear from each 
tube showing turbidity at the end of 
48 hrs. The smear was reported as 
positive if chains of four or more cocci 
were found. The smears were made 
from the sediment remaining in the tubes 
after the supernatant fluid had been 
decanted. The indices were recorded 
according to Hoskins’ tables* of most 
probable numbers per 100 ml. of sample. 

A record of the macroscopic deter- 
mination of streptococci was also made. 
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In the case of the sodium azide media 
the presence of visible turbidity due to 
growth was recorded. Acid production 
as well as turbidity was recorded for 
the S.F. broth. 

All of the four media were tested in 
parallel on each of the samples. The 
river water samples represent a sewage 
polluted stream. The swimming pool 
samples were collected from a modern 
high school pool at various times while 
the bathers were in the water. 

Since it was found that the azide 
dextrose broth showed growth in higher 
dilutions of river water than did the 
other media, all of these higher dilutions 
were checked for the presence of fecal 
streptococci. Transfers were made to 
blood agar during the early stages of 
growth and typical colonies were iso- 
lated. All cultures were checked for 
morphology, growth at pH 9.6, at 45° 
C., in 6.5 per cent sodium chloride, and 
in 0.1 per cent methylene blue. 

In the first series of tests, river water 
samples were checked. The results are 
presented in Table 1. The results by 
samples vary considerably depending 
upon the degree of pollution in the river 
at the time of the sampling; however, the 
azide dextrose broth gave a higher index 
on practically every sample. The loga- 
rithmic average for azide dextrose broth 
was 9,200 for azide broth (Mallmann) 
3,700 S. F. broth 690, and lactose 
broth 930. 

When isolations were made from the 
high dilutions of some of the samples in 
azide dextrose broth, fecal streptococci 
were found to be present. It was found 
however, that Gram-positive rods oc- 
curred in some of the tubes of azide dex- 
trose broth from a few samples of river 
water. In one instance, using azide dex- 
trose broth, turbidity due to growth ap- 
peared in a higher dilution of river water 
than the highest dilution containing 
streptococci. The organism responsible 
was a Gram-positive rod. Quite fre- 
quently Gram-positive rods appeared in 
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TABLE 1 
Comparative Streptococcus Indices of River Water on Four Different Media 
Streptococcus Indices 
Sample Azide Broth S.F. Azide Dextrose 
No. Lactose Broth (Mallmann) Broth Broth 
| 3,500 5,400 130 5,400 
2 790 18,000 5,400 24,600 
3 1,400 24,000 7,000 49,000 
4 1,700 1,300 920 7,900 
5 920 1,700 280 2,400 
6 350 3,500 240 7,000 
7 350 5,400 280 7,900 
8 5,400 7,000 3,300 7,900 
9 7,900 35,000 5,500 54,000 
10 4,900 490 540 92,000 
11 4,900 5,400 1,300 13,000 
12 4,900 1,700 130 24,000 
13 1,700 540 49 35,000 
14 350 790 240 2,400 
15 350 790 33 7,900 
16 790 790 240 4,900 
17 170 540 79 2,500 
18 4.5 13 2 79 
19 110 3,300 700 3,300 
20 13 79 33 240 
Log 
Average 930 3,700 690 9,200 


S.F. broth in dilutions higher than did 
the streptococci. It was noted that strep- 
tococci frequently were present in the 
tubes of S.F. broth when no visible color 
change of the indicator took place. Oc- 
casionally Gram-positive rods occurred 
in azide broth (Mallmann) and in a few 
cases they appeared in dilutions higher 
than did the streptococci. 

In the second series of tests, swim- 
ming pool water was used. The results 


are presented in Table 2. These data 
are very similar to those obtained with 
river water, except that the indices are 
of a much lower order. Azide dextrose 
broth grew out a much higher percent- 
age of the streptococci present. 

Using swimming pool water, none of 
the media developed turbidity due to 
growth unless streptococci were present. 

In the later stages of this study a 
medium reported by Ritter and Treece ® 


TABLE 2 


Comparative Streptococcus Indices of Swimming Pool Water on Four Different Media 


Streptococcus Indices 


Sample Azide Broth S.F. Azide Dextrose 
No. Lactose Broth (Mallmann ) Broth Broth 
1 4.5 23 4.5 33 
2 34 4,000 32 5,500 
3 7.8 450 4.5 700 
4 130 4,000 110 6,000 
5 17 150 10 300 
6 79 2,400 11 2,200 
7 1,300 2,400 23 4,900 
8 790 2,400 33 7,900 
9 23 33 2 70 
10 79 23 2 130 
11 240 240 2 490 
12 13 13 0 se 
13 4.5 2 0 23 
14 0 2 0 7.8 
15 7.8 17 2 23 
16 49 33 4.5 130 
17 4.5 17 0 23 
18 23 79 4.5 40 
19 4.5 13 0 33 
20 7.8 13 2 49 
Log 
Average 25 85 4.3 190 
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was included. Although only a relatively 
few samples were tested this medium 
was not as good as azide dextrose broth. 
It compared closely to azide broth 
(Mallmann). 


SUMMARY 

The data presented indicate that azide 
dextrose broth is the best medium of 
those tested for the quantitative deter- 
mination of streptococci. 

S.F. broth was the poorest medium in 
that it gave the lowest indices. This 
may be due, in part, to the fact that it 
picks up only the fecal streptococci but 
it also probably fails in growing out all 
the viable fecal streptococci. 

The macroscopic determination of 
streptococci in azide dextrose broth, as 
indicated by ‘turbidity due to growth, 
may be accurate in the absence of Gram- 
positive rods in the test material. In 
the presence of Gram-positive rods the 
tubes should be checked microscopically. 


Public Health Tour 


World Studytours of the Columbia 
University Travel Service is sponsoring 
a tour of western Europe to study 
public health and medical care programs, 
August 5—September 12, 1950. The tour, 
conducted by Drs. Milton I. Roemer 


Azide dextrose broth offers a new 
means of measuring the presence of 
streptococci in water, sewage, and shell 
fish and other materials in which sewage 
pollution is suspected. 
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The Brucella Ring Test in 
Mixed Raw Milk Supplies’ 


HARRY E. BREMER 


Director, Dairy Division, Vermont Department of Agriculture, 
Montpelier, Vt. 


EN years ago in July, the milk con- 

trol work in the State of Vermont 
was transferred from the local town 
health officers in the 246 towns of the 
state to the Vermont Department of 
Agriculture. The latter department is 
also the control agency, in codperation 
with the U. S. Bureau of Animal Indus- 
try, which conducts the Brucellosis 
Eradication Program. Supervision of 
state milk inspection and brucellosis 
eradication are therefore centered in the 
same state department. 


OUR PROBLEM 

Our problem is to reduce the infection 
that may be present in the 6 per cent of 
our retail raw milk supply which is sold 
to the public. The blood test is the 
official test used for brucellosis eradica- 
tion work in livestock. The early results 
of this test showed that two-thirds of 
the herds that had been tested were 
infected with brucellosis and that 17 per 
cent of the animals tested were reactors. 
About one-fourth of the retail milk sup- 
ply at that time was pasteurized and 
the number of cases of undulant fever 
reported by the State Health Depart- 
ment was steadily increasing each year. 
Our real problem was, therefore, one of 
improving the safety of our raw milk 
supply. 


* Presented before the Laboratory Section of the 
American Public Health Association at the Seventy- 
seventh Annual Meeting in New York, N. Y., October 
25, 1949. 


It was apparent that universal pas- 
teurization could not be enforced. Public 
sentiment did not favor it and the daily 
milk sales by many dealers were so small 
that pasteurization was considered im- 
practical. Consequently the milk serum 
agglutination test was adopted as a 
screen test to locate infected herds which 
supplied milk to retail raw milk dis- 
tributors. 


THE MILK SERUM AGGLUTINATION TEST 

Vermont was, I believe, the first state 
and so far as I know, the only state to 
apply the milk serum test to all raw 
milk sold in any state. We began using 
this test in 1941 by testing 690 samples 
from herds which furnished the raw milk 
sold in the state. It was found that 12 
per cent of the herds showed infection. 
We thought it was desirable to know 
which cows were infected in addition to 
knowing that there was infection in the 
herd. Consequently we sampled sepa- 
rately the individual quarters of all cows 
in the herds which showed infection. In 
this work, separate quarter samples were 
tested from 1,853 cows in 92 herds, 
with the result that there were 15 per 
cent reactors and 6 per cent suspects on 
the milk serum test. These were the 
herds showing infection on the composite 
herd milk samples. 

Owners of infected herds which con- 
tributed to our raw milk supply for 
public sale were given the option of 
blood testing their herds and eliminating 
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reactors or of pasteurizing the milk 
which they sold. 

Forty of the 92 herds were then blood- 
tested under the Cooperative State- 
Federal Plan. Of the 1,181 cows in these 
40 herds, 22 per cent were reactors and 
9 per cent suspects. Six of these herd 
owners discontinued selling milk in local 
markets, 6 other dealers started to pas- 
teurize the milk which they sold, and 
the 28 remaining herd owners removed 
reactors and continued the sale of raw 
milk. 

Dealers and consumers became coop- 
erative and, within a few short years, 
the percentage of pasteurized milk sold 
in the state rose from 24 per cent to 
50 per cent, then to 66 per cent, and on 
July 1, 1949, to 94.2 per cent. 

Some animals reacting to the official 
blood test would have been overlooked 
if we had used the milk serum test as 
the basis for the determination of re- 
actors. Our results indicated that blood 
serum gave a stronger reaction than 
milk serum. In most cases of a slight 
reaction on the milk serum test, the 
blood test of that animal was suspicious 
or positive. 


OCCURRENCE OF UNDULANT FEVER 

Without quoting annual statistics of 
the increase of undulant fever, suffice it 
to say that the number of cases reported 
in Vermont had doubled and trebled 
during the last two decades and that 
half of the cases occurred on the milk 
routes of licensed raw milk dealers. By 
far the majority of these cases were city 
and village inhabitants who did not 
come in contact with cattle. The raw 
milk was therefore suspected as the 
cause of the reported cases. The cases 
were scattered widely over the state and 
included several lawyers, a_ school 
teacher, the owner of a defense plant, 
a post office clerk, a recruiting officer, 
laborers, housewives, farmers, school 
children, and four retail raw milk deal- 
ers. It was not uncommon to get reports 
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of four or five cases on the same raw 
milk route with no other cases occurring 
in the community. No cases occurred 
on the routes of milk dealers who sold 
pasteurized milk. 


THE RING TEST 

Our experience with the ring test has 
been more limited than with the milk 
serum test. We began using the ring 
test a year ago to see if we could get 
the results that were being claimed for 
the test. All of our results are on milk, 
since very little cream is now being 
separated on the farms. We believed 
that a vast amount of laboratory work 
could be eliminated if the ring test of 
mixed herd milk could be substituted 
for the milk serum test on the milk 
from each quarter of all milking animals. 
If that could be done, one ring test 
would take the place of 200 samples 
previously analyzed in a 50 cow herd. 
It is now recognized that it would have 
been better to have sampled each 40 
quart can delivered by a producer sepa- 
rately in cases where the herds were 
larger than 20 cows. Our herds studied 
varied in size up to 83 animals. 

Herd samples of mixed milk were 
taken for the ring test from all of the 
herds whose milk was delivered to 
several milk receiving plants. Composite 
samples were taken from the producers’ 
cans to avoid vat contamination. 
A single sample therefore represented 
the mixed milk of herds varying in size 
up to 83 animals. 

Results of these ring tests indicated 
that where a positive or suspicious re- 
action occurred and was followed by a 
blood test of the herd, the blood test 
also disclosed positive or suspicious 
animals. 

Not all of the herds that showed 
positive or suspicious ring tests were 
blood tested, so that complete compari- 
sons could not be made. The pro- 
ducer must sign up before the blood 
test is applied. There was an interval 


‘ 
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of 60 to 90 days from the time the ring 
tests were applied to the time of com- 
pletion of the blood tests. This time 
interval between the two tests introduced 
another variable factor. A substantial 
number of dry cows had freshened dur- 
ing these two fall months and the official 
blood tests therefore included a number 
of cows that were dry when the ring 
tests were applied. 
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SUMMARY 
1. For the present the ring test, like the milk 
serum agglutination test, should be regarded 
as a screen test to locate infected herds which 
can then be officially blood tested. 
2. The ring test is much less expensive than 
the blood test and can therefore be applied 
oftener to detect early herd infection. 
3. In rural villages where the volume of milk 
sold is small and pasteurization of milk is not 
practical, these tests are of value in helping to 
improve the safety of the raw milk supply. 


New York’s Municipal Hospitals 


In the recent New York State election, 
a $150,000,000 bond issue was approved 
for carrying out New York City’s long- 
range hospital program. The projects 
included in this program are five new 
general hospitals, four of them replace- 
ment and in some instances relocation 
of existing hospitals and one new 750 
bed hospital as well as alteration and 
enlargement of three hospitals; two new 
nurses homes and schools, one a replace- 
ment; a new 1,500 bed chronic disease 
and tuberculosis hospital; three new 
tuberculosis hospitals, one a_ replace- 
ment; a new laboratory and morgue in 
Brooklyn Kings County Hospital and 
a new Borough Laundry in Brooklyn; 
also modernization of all existing munic- 
ipal hospitals. 


Recently, also, the Department of 
Hospitals opened in its Bellevue Hos- 
pital a new type of clinic for indigent 
ambulatory patients, making available 
to them comprehensive diagnostic and 
general medical care. The clinic is 
staffed by 250 physicians and surgeons 
who are members of the staff of the 
Post Graduate Medical School of the 
New York University-Bellevue Medical 
Center. It will eventually be capable of 
handling 500 visits a day. Outstanding 
features are that patients have appoint- 
ments, see the same doctor who calls in 
specialists as required. The clinic is 
directed jointly by Charles F. Wilkinson, 
M.D., and J. William Hinton, M.D., 
professors respectively of Medicine and 
Surgery in the Medical School. 
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Preliminary Report of Epidemiological 
Studies on Poliomyelitis and 
Streptococcal Infections 


Lansing Neutralizing Antibody and Antistreptolysin “ O ” Surveys of 
California Cities, Texas, North Carolina, Mexico, 


Pacific Islands, and Japan * 7 


WILLIAM McD. HAMMON, M.D., Dr.P.H., F.A.P.H.A., GLADYS 
E. SATHER, M.P.H., anp NELL HOLLINGER, Pu.D. 


Neurotropic Virus Unit of the George Williams Hooper Foundation for Medical 
Research, University of California, San Francisco, Calif.; and School of 
Public Health, University of California, Berkeley, Calif. 


N recent years epidemiologists have 
shown great interest in the variations 
in the reported age distribution of polio- 
myelitis. It has been felt that—if the 
cause could be explained of the apparent 
shift from young to older age groups in 
the United States, Sweden, Australia, 
and other “highly civilized” countries 
and the persistence or recent appearance 
of the epidemic disease in the relatively 
young, in many foreign “ less civilized ” 
areas—some key factor in the disease’s 
epidemiology would be elicited. It has 
been pointed out that the disease occurs 
at a younger age in the families of lower 
income groups, earlier in southern states 
than in northern, earlier in Negroes than 
in whites, earlier in tropical countries 
and in areas where there are primitive 
sanitary practices. 

During the past several years we also 
have been studying the data from re- 
ported cases and will soon be presenting 
an additional report on these observa- 


* Presented before the Epidemiology Section of the 
American Public Health Association at the Seventy- 
seventh Annual Meeting in New York, N. Y., October 
28, 1949. 

+t Aided by a grant from the National Foundation 
for Infantile Paralysis, Inc. 


tions. However, very early in these 
studies it became apparent that the 
analysis of reported cases was a very 
unsatisfactory approach. Reporting is 
unreliable and inadequate, and paralytic 
and non-paralytic cases are frequently 
not differentiated. From some countries 
there is no reporting. Since the last 
census of nine years ago, even where 
reporting does occur, age-specific rates 
cannot be calculated. Family size, eco- 
nomic status, and frequently color and 
race are not recorded in health depart- 
ment files. Many of these missing facts 
are recognized as factors influencing or 
correlating with infection. Furthermore, 
apparent infection only is reported and 
this frequently represents but a small 
portion of the total number of infections 
and may not be a representative sample 
of the total. 

In recent years the mouse neutraliza- 
tion test with the Lansing strain of polio- 
myelitis virus * has been rather generally 
accepted as a useful epidemiological tool 
in so far as human sera are concerned. 
This acceptance occurred, however, only 
after the test survived a series of severe 
challenges. When positive, the test ap- 
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pears to indicate past infection with one 
type of poliomyelitis virus and therefore, 
when applied to a series of all age 
groups will reflect to some degree the 
comparative age or rate at which infec- 
tion is being acquired in that community. 
Recent work with this test has confirmed 
the now classical observations with 
monkey neutralization tests, made prin- 
cipally by Aycock and his coworkers. 

This report is made on the incom- 
plete results of a series of preliminary 
studies with the mouse neutralization 
test, intended to explore its field of use- 
fulness, to determine what variables 
must be considered in the samples, how 
and when samples must be selected, and 
how future surveys may determine more 
exact information by eliminating the 
variables which become apparent and by 
increasing the size of suitably chosen 
samples. In addition to employing a test 
for poliomyelitis infection, our study was 
planned to include a serological test for 
a recognized respiratory type infection— 
streptococcal—and a recognized gastro- 
intestinal type infection. The antigen 
for this latter has not been selected. 
These other tests, it was believed, might 
serve as a basis for possible correlations. 
To date they have at least added some 
interesting observations on the epidemi- 
ology of the streptococcus. It is desired 
to emphasize that this project is ex- 
ploratory only and it was not expected 
to give directly a final solution .to the 
problems under consideration. Approxi- 
mately 2,000 sera have now been tested 
and a preliminary analysis is presented 
of slightly over 1,400 of these. Many 
more sera are already on hand. 


METHODS 

The Lansing poliomyelitis neutraliza- 
tion test was performed much as we 
described it eight years ago, * * using one 
dilution of pre-titrated frozen stock sus- 
pension of mouse or cotton rat brain and 
cord, mixed with an equal amount of 
undiluted serum and incubated 2 hours 
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at 37°C. Eight mice of suitable strain 
are inoculated with each serum-virus 
mixture. The ‘virus dilution employed 
now is calculated to contain 100 LDs» 
and a complete control titration is made 
with each day’s test. If the control 
titration indicates a significant deviation 
from the calculated LD;9 the sera are 
all retested in a suitable run. In thou- 
sands of tests with human sera it has 
been observed that the results are gen- 
erally clear-cut, in that most of the mice 
die or are protected. Since in a survey, 
the result of no individual serum is of 
great significance, the following criteria 
were used for evaluating results. If half 
the mice die, which occurs only about 
once in fifty tests, the result is consid- 
ered equivocal and the serum is excluded 
from all calculations unless retested. A 
result with greater protection is consid- 
ered positive, and less, negative. Expe- 
rience with more elaborate tests has 
indicated that little more accuracy is 
to be gained by even doubling the cost 
of this test; by using two virus dilutions, 
two serum dilutions, or twice the num- 
ber of mice. We are convinced that this 
is a suitable survey tool. 

The antistreptolysin “O” test has 
been performed by the method reported 
by Rantz and Randall,* and Rantz’s 
advice and help have been generously 
given. On the basis of our observations 
and by the independent conclusions of 
Rantz, the level of 100 units was ac- 
cepted as a significantly elevated level. 
Sera with a lower titer were considered 
negative. 

All sera were kept frozen. Some had 
been thawed on one or two occasions 
when tested for other purposes, but in 
general each serum was thawed once 
only, pipetted in measured amounts into 
two tubes for the two tests and the tests 
conducted at approximately the same 
time. The sera were refrigerated at 
5° C. during any interval. 

Several areas are represented by the 
groups of sera collected and tested. Sera 
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collected from the Pacific Area repre- 
sented several groups included in studies 
being conducted by two of us on Japa- 
nese B encephalitis. The series from 
Guam was collected from normal native 
children from several villages during the 
winters of 1947-1948 and 1948-1949; 
the Japan series was collected from nor- 
mal children for a variety of studies in 
different areas of Japan between 1946 
and 1949"; the series labeled “other 
Pacific Islands” represents small num- 
bers of sera collected from children of 
Okinawa, the Philippines (Manila) 
Saipan, and American Samoa.‘ Mexico 
is represented by two groups obtained 
specifically for this study, from Mexico 
City* and Tiajuana.© The former 
series is from a low-income group living 
on the periphery of the city. No infor- 
mation has been obtained yet regarding 
the income group represented by the 
latter. From the area in and about 
Durham, North Carolina,’ sera were 
received from white, colored, urban and 
rural residents. The numbers by color 
and area, here, are too small to analyze 
separately. From Austin, Tex.,® came a 
series collected or submitted from many 
areas of the state for a variety of 
studies. In three California cities, San 
Francisco," Bakersfield,’ and San Diego, 
selected because of previousiy studied 
age distribution patterns of poliomyeli- 
tis,» bloods were obtained from normal 


a These sera were sent through the kindness of Lt. 


Col. W. D. Tigertt, M.C., of the 406th Medical 
General Laboratory in Tokyo, Japan. 

b Sera collected and sent by Col. Harvey R. Livesay 
and Lt. Paul S. Stonesifer, Jr., M.C., Virology 


Department, 3rd Medical General Laboratory, U. S. 
Army, Manila. 

Sera arranged for by Capt. A. R. Behnke, U. S. 
Navy Research Executive, Naval Medical Research 
Institute, National Naval Medical Center, Bethesda, 
Md., and collected and sent by Capt. William P 
Stephens, U. S. Navy, The Government of American 
Samoa, Dept. of Public Health, Tutiula, American 
Samoa. 

Sera collected by Dr. Gerardo Varela, Director, In- 
stitute of Hygiene and Tropical Diseases, Mexico 
City, and arranged for by Dr. Wilbur G. Downs, 
International Health Division, Rockefeller Founda- 
tion, Mexico City. 

Sera collected by Dr. H. L. Blum, Director, Preven- 
tive Medical Services, San Diego City and County 
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children from two distinct economic 
groups, in most instances through the 
schools. Schools were chosen in areas 
representing extremes in economic levels 
and the children selected in each were 
carefully screened for the economic 
status of the family. In San Francisco 
the length of life in the Bay Area was 
recorded for each child. For both San 
Francisco and Bakersfield the number of 
children in each family was recorded. 
Indications for the need of these addi- 
tional data were obtained after collect- 
ing the San Diego group. The time of 
the year when the sera were collected is 
recorded in Table 1. 


TABLE 1 
Serum Samples by Area and Date 
Japan Summer, 1946-1949 
Guam Jan.—March 1948, Nov. 1948 


1945, Sept. 1947, Jan. 
March 1948 


Other Pacific Islands 


Mexico City Nov. 1948 

Tiajuana, Mexico April, 1949 

North Carolina Nov. 1948—April, 1949 
Texas Spring, 1948 

San Francisco March-April, 1949 
Bakersfield August, 1948-March, 1949 
San Diego Nov. 1948—May, 1949 


In order to exclude irregularities and 
significant deviations which might occur 
in any one day’s tests with either agent, 
each run included only a small number 
of sera from each of several different 
areas and groups. 

In a preceding partial report ® we felt 
justified from the results of tests made 


Health Dept. through the kindness of Dr. Arias, 
Tiajuana, Mexico. 
f Sera collected and shipped by Dr. Grant Taylor, 


Duke University Medical School, Durham, N. C. 
Sera collected and shipped by Dr. J. V. Irons of 
the Texas State Health Department Laboratory 

Sera collected through the coéperation of Dr. J. C. 
Gieger, Health Officer of San Francisco; Dr. Paul 
S. Barrett, Director, Bureau of Child Hygiene, City 
and County of San Francisco; Doris L. Robinson, 
Director of Public Health Nursing, San Francisco 
Dept. of Public Health, and Mary Huston, R.N., 
Public Health Nurse, Hooper Foundation. 

Sera collected by Dr. W. C. Buss of the Kern 
County Health Dept., Dr. John Forney, Dr. C. IL. 
Mead, Dr. J. T. Stanton, and Dr. R. L. Forney, 
with the assistance of Mary Huston, R.N., Hooper 
Foundation, and nurses of the Kern County Health 
Dept., Myona Morrison, Director. 

Sera collected by members of the staff of the San 
Diego City and County Health Department, Dr. 
Alex S. Lesem, Director. 
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at that time in using tentatively the 
cumulative 50 per cent endpoint method 
of Reed and Muench‘ to determine the 
age at which 50 per cent became posi- 
tive. These tests were made principally 
on sera from the tropics and southern 
areas where the percentage positive in- 
creased regularly with age from 0 at 6 
months to 80 or 100 per cent at from 
3 to 15 years of age. This 50 per cent 
protection age served as a convenient 
centering constant for comparing various 
areas. However, more recently, after 
testing significant numbers of sera from 
California cities it became apparent 
that the percentage of positives did not 
always increase linearly with age; so 
this method of comparison had to be 
abandoned as entirely inappropriate. 
Results will be shown as the per cent 
positive at each of several 3 year age 
groups. Even in such groups, where 
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the sample at each single year consists 
of from 15 to 25 sera, irregularities may 
be noted suggesting that unexpected 
variables have affected the sampling. 


RESULTS AND DISCUSSION 


Immunologic Relationship of the Strep- 
tococcus and Lansing Poliomyelitis 
Virus 

Many sera, positive for poliomyelitis- 
neutralizing antibody, were free from 
antistreptolysin “O” and vice versa. 

There was no indication of any anti- 

genic relationship between the two 

agents. 


Age and Poliomyelitis Antibodies 

In Table 2 the number of sera tested 
for poliomyelitis antibody and the per- 
centage ‘positive for each age group and 
in each area are presented. For San Fran- 


TABLE 2 


Number of Sera Tested and Per Cent of Normal Children with Antibodies to Poliomyelitis by 
Age Groups, by Area and by Economic Group 


Number included 


Per cent positive 


Age Group Age Group 
1-3 4-6 7-9 10-12 13-15 1-3 4-6 7-9 10-12 13-15 

San Francisco, 

High 2 392 46 52 50 41.02 21.7 28.8 48.0 
San Francisco 

Low 2 121 52 46 44 66.72 51.9 60.8 50.0 
San Diego 

High 36 54 43 25 19.4 24.1 46.5 28.0 
San Diego, 

Low 34 37 35 ¢ 35.3 40.5 60.0 52.8 
Bakersfield, 

High 36 41 44 8.3 31.7 38.6 
Bakersfield, 

Low 26 41 50 30.8 36.6 74.0 
Texas, 

Mixed 19 24 25 17 be 79.0 §4.0 88.2 
North Carolina, 

Low 20 25 30 35.0 60.0 83.3 
Japan, 

Mixed 12 83 41.7 71.2 
Tiajuana, Mex 

Unknown 12 9 20 42 66.7 77.7 85.0 97.6 
Mexico City, 

Low 29 15 12 22 69.0 86.7 91.7 100.0 
Gvam, 

Mixed 31 24 21 10 11 74.2 87.5 95.2 80.0 100.0 
Other Pacific 

Is., Mixed 3° 3 13 s 12 66.72 100.0 100.0 100.0 100.0 

Total 239 402 390 266 134 Total included—1431 


1. Ages 5 and 6 only 
2. Limited to those who had lived their whole life or all but one year in the San Francisco Bay area 
3. Ages 2 and 3 only 
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cisco the sample was limited to those 
children who had lived practically their 
whole lives in the Bay Area. Beginning 
at the bottom of the table with Pacific 
and tropical areas, it will be noted that 
the proportion positive increases rapidly 
with age, attaining 100 per cent or 
approaching that point at a very young 
age, far earlier than ever recorded in 
this country or in any other series we 
have observed published. However, 
among the California cities an irregu- 
larity occurs which also has not been 
noted before. In most instances the per- 
centage positive decreases or fails to 
increase after the age of 9 or even after 
6 years (San Francisco). It would ap- 
pear from this that, if the incidence of 
infection is not sufficient to lead to anti- 
bodies in approximately 70 per cent of 
the children by the age of 7 to 9 years, 
the per cent of older children with anti- 
body may be expected to decrease some- 
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what. This could be most readily ex- 
plained on the hypothesis that the type 
of contact leading most readily to infec- 
tion occurs in the younger age groups 
and that antibody tends to fall in titer 
unless maintained by repeated infection 
at relatively short intervals. This in- 
terval is apparently too long to maintain 
an elevated antibody titer in a certain 
proportion of older children in these 
cities. The findings with antistreptoly- 
sin have lent weight to this hypothesis. 


Age and Antistreptolysin 

In Table 3 the same trends described 
for poliomyelitis may be observed for 
antistreptolysin. In the same group of 
California cities the regular upward 
trend of cumulating positives with age 
ceases, and this again is at a point when 
less than 70 per cent are positive in the 
7 to 9 age group. In streptococcal infec- 
tion in the United States it has been 


TABLE 3 


Number of Sera Tested and Per Cent of Normal Children with Elevated Titers of Antistreptoly- 
sin by Age Groups, by Area and by Economic Group 


Number included 
Age Group 


A 


4-6 7 
Francisco, 
High 2 
Francisco, 
Low 2 
Diego, 
High 
Diego, 
Low 
Bakersfield, 

High 
Bakersfield, 

Low 
Texas, 

Mixed 
North Carolina, 

Low 
Japan, 

Mixed 
Tiajuana, Mex 

Unknown 
Mexico City, 

Low 
Guam, 

Mixed 
Other Pacific 

Is., Mixed 


56 


34 23 


Total 232 399 
1. 5 and 6 year age groups only 


377 


9 10-12 13-15 


50 


47 


18 
10 


5 


147 


Per cent positive 


Age Group 
1 3 446 7-9 12 43-18 
32.51 49.0 48.2 48.0 
58.3 52.8 46.8 55.3 
13.9 24.1 24.5 32.0 
36.1 $3.7 47 32.4 
16.7 23.6 68.4 
35.7 58.1 73.1 
77.1 79.1 92.0 100.0 
35.3 72.6 79.3 
11.1 27.4 
12.5 62.5 55.0 61.9 
58.8 90.9 90.9 100.0 100.0 
79.4 87.0 92.8 66.7 70.0 
100.0 100.0 
Total included—1406 


2. Limited to those who had lived their whole life or all but one year in the San Francisco Bay area 


| 
| 
7 
3 47 = 
5 25 
8 27 
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previously demonstrated that antistrep- 
tolysin titers are higher in young chil- 
dren than in adulis and that significant 
levels are present in a higher proportion 
of children under 16 than in aduits.5?° 
It is recognized that this antibody wanes 
in a few months or years after infection 
and that repeated infection is required 
to maintain an elevated level.5'® Ina 
paper presented earlier this year one of 
us summarized a portion of the immuno- 
logical data on poliomyelitis and con- 
cluded that immunity was _ probably 
temporary and failed to prevent inap- 
parent reinfection. This placed polio- 
myelitis in a behavior class with 
diphtheria and streptococcal infections 
rather than with measles. At that time, 
in these studies, the decrease in antibody 
levels with age in the California cities 
had not been noted and it was stated 
that the duration of neutralizing anti- 
bodies was unknown. The observations 
reported now for poliomyelitis lend fur- 
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ther support to this hypothesis of tem- 
porary immunity which requires re- 
peated reinfection for maintenance. 

One hidden variable in the sampling 
which is not apparent in Tables 2 and 3 
should be pointed out at this time. In 
the low-income group in San Francisco 
the 11 year old children all came from 
the classes of one elementary school and 
those 12 years of age all came from a 
junior high school. Of 17 at 11 years, 
37 per cent had poliomyelitis antibodies 
and 76 per cent antistreptolysin. Among 
21 at 12 years, there were 81 and 10 
per cent respectively. Thus, reversed 
ratios were shown between two schools 
for two infections. Nowhere else in our 
study have such gross irregularities ap- 
peared in the data. We can suggest only 
that recent infection with one agent in 
each of these schools led to the results 
observed, which in turn demonstrates 
that our samples did not adequately 
represent one age in an income group 
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PERCENT OF NORMAL CHILDREN WITH POLIOMYELITIS 
NEUTRALIZING ANTIBODIES BY AGE GROUP, 
BY ECONOMIC GROUR AND BY AREA 
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for the city as a whole, but represented 
to some extent, instead, the local expe- 
rience of one school. 


Age Trends by Area for Poliomyelitis 

In Chart 1, part of the data from 
Table 2 is presented graphically. The 
per cent positive in age groups 4 to 6 and 
7 to 9 are shown above and below the 
line, respectively, for each area. The 
areas have been arranged in sequence 
from left to right on the basis of increas- 
ing proportions of positives. Where a 
problem of order was presented by rela- 
tive differences in the two age groups 
from two areas, the decision in respect 
to order was based on which age group 
contained the largest number or the 
most satisfactory age distribution of 
sera. The San Francisco groups lacked 
adequate numbers at 4 years of age so 
the 4 to 6 age group is not presented. 
For Japan, no sera have yet been tested 
for the 7 to 9 year age group. 

It may be noted that at the low end 
of the scale (left), the three California 
cities are arranged in order of their 
relative maximal and mean summer 
temperatures; San Francisco the coolest 
and Bakersfield in the Central Valley 
area, the hottest.5 Next come two 
southern areas, Texas and North Caro- 
lina, then Japan with a high summer 
temperature similar to a southeastern or 
south central city in the United States, 
then two Mexican cities still further 
south, then tropical and _ subtropical 
Pacific Islands. Is this chance correla- 
tion or not? In addition to latitude and 
climate, it should be recalled, however, 
that the series begins with a definite 
economic order in three cities and the 
general trend throughout is also that of 
economic status, general sanitation, 
habits of personal hygiene, and possibly 
even that of family size. Up to the 
present, the data presented furnish us 
no criteria for separating these closely 
interrelated possible factors. 

To extend this series with the more 
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isolated, reported investigations of 
others, the series of Turner and col- 
leagues ** on Negroes in Baltimore fits 
in neatly at the level of the mixed 
group in North Carolina. Gear™ 
found 74 per cent positive among 5 to 
10 year old European children in South 
Africa and 90 per cent among natives; 
so these fit reasonably into the sequence 
at about the respective levels of North 
Carolina and Mexico. Sabin’ reports 
up to 40 per cent positive by 5 years in 
Cincinnati, which he calls a “representa- 
tive American city.” The economic 
status, though essential for significance, 
is not given in his preliminary communi- 
cation, but if a mixed group, this would 
be a higher proportion positive than en- 
countered in California cities. The series 
of patients presented by Brown and 
Francis * cannot be fitted in, since its 
scope is from Texas to New York, where 
a large difference must be expected. The 
technic used by Pait, Kessel, and Gross- 
man "° is so different (very small amount 
of virus) that no comparison can be 
readily made. Sabin ** has also indicated 
in preliminary references that antibodies 
are encountered at very early ages in 
Japan and Okinawa, thus agreeing with 
our results. 


Age Trends by Area for Antistreptoly- 
sin “O” 

Chart 2 presents graphically the 
results of antistreptolysin tests on the 
same age groups and areas shown in 
Chart 1. The same order of areas has 
been retained. The similar general trend 
is obvious, though Japan is a conspicu- 
ous exception. Since the Japanese sera 
were all stored much longer and under 
more precarious and irregular conditions 
than the others, this may offer an ex- 
planation, although antistreptolysin is 
reported to be preserved well even at 
icebox temperature. 

These results with antistreptolysin 
constitute far more extensive series than 
those previously available for normal 
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CHART 2 


PERCENT OF NORMAL CHILDREN WITH ELEVATED 
ANTISTREPTOLYSIN “O” TITERS BY AGE 
GROUP, BY ECONOMIC GROUP, 
AND BY AREA 
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PERCENT OF NORMAL CHILDREN AGES 1 TO 3 WITH ANTIBODIES 
TO POLIOMYELITIS AND STREPTOLYSIN “O”* BY 
ECONOMIC GROUP AND AREA 
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Cuart 4 


PERCENT OF NORMAL CHILDREN WITH ANTIBODIES TO 
POLIOMYELITIS IN THREE CITIES BY ECONOMIC 
GROUP AND BY AGE GROUP 
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children. Some slight difference in titer 
may be expected, depending on the sea- 
son of the year when sera were col- 
lected,® and the effect of this on our 
series is difficult to evaluate. Rantz and 
Randall '® point out from a survey in 
military age groups that the proportion 
of positives has been found to decrease 
as one goes south, but the present series 
fails completely to confirm this and 
instead shows an opposite trend. The 
difference might be explained on the 
basis of the age groups considered. 
Chart 3 presents the results of tests 
for the two antibodies at a lower age 
than that given in the other graphs, the 
1-3 year age group. Results are given 
for all areas where this age group was 
included. Except for Japan and Tia- 
juana, antistreptolysin again follows the 
poliomyelitis antibody trend. 


Economic Group and Age in 
Poliomyelitis 
Data on the three California cities by 


"AGES 5 AND 6 YEARS ONLY 


age and by economic groups are pre- 
sented in Chart 4. In each California 
city infection is shown to be occurring 
less rapidly in the higher economic group 
than in the lower. This confirms Col- 
lins’s observations from the National 
Health Survey ** on economic level and 
age of clinical poliomyelitis. 

It is felt that these three sets of com- 
parative observations on incidence of 
infection by economic group are proba- 
bly quite significant. They are made 
on two economic groups under identical 
conditions of climate in each of three 
cities and among persons serviced with 
identical water supply and sewage dis- 
posal (except in Bakersfield). Unfor- 
tunately, levels of personal cleanliness 
and methods of preparing and handling 
food, etc., cannot be measured, and in 
addition it is pointed out that family 
size might be an important factor. 
The latter was made the subject of 
a separate study and can be partially 
evaluated. 
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Economic Group and Antistreptolysin 
The correlations between antistrep- 
tolysin and economic group in the age 
groups 4 to 6 and 7 to 9 are shown in 
Chart 5. Again, the similarity to polio- 
myelitis is striking. It has been pointed 
out previously by Mote and Jones "! that 
antibodies to the streptococcus appeared 
to decrease as the economic level and 
standards of living increased. No men- 
tion was made of the possible correlation 
of family size and the greater oppor- 
tunity a large family offers to introduce 
infection into the home, where contacts 
are usually of the most intimate nature. 


Low High LOw 


Ages 4-6 Years 


Ages 7-9 Years 
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Relation of Economic Group and Family 
Size 

Data were next examined to see if in 
the samples selected there was the ex- 
pected inverse relationship between the 
number of children in the family and 
the economic level. Information on 
family size was originally collected for 
Bakersfield and San Francisco but this 
was an afterthought on the San Diego 
collections and the data on these latter 
are not complete. Table 4 presents 
comparative figures for two cities. It 
will be noted that in our samples the 
family size did increase as the economic 


TABLE 4 


Relation of Number of Children in Family to Income Groups as Represented 
in Poliomyelitis Blood Test Samples 


San Francisco 


A 


Number of OU 
Children 
Vo No 
1-2 172 69 99 
3 or more 76 31 98 
Total 248 100 197 


Bakersfield 
High Low 
No ¢ No % 
50 62 53 31 33 
50 56 47 63 67 
100 118 100 4 100 
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level fell. The greatest contrast noted is 
in Bakersfield and it was in this com- 
munity that the greatest extremes of 
poverty were obvious. It is of interest 
to observe that the family size of the 
low income group in San Francisco is 
essentially the same as that of the high 
income group in Bakersfield. In so far 
as poliomyelitis antibody is concerned, it 
may be noted by reference to Chart 1 or 
Table 2 that these two groups are also 
adjacent in the selected order and that 
this close relationship also holds reason- 
ably well for antistreptolysin (Chart 3). 


Family Size and Poliomyelitis 

It appeared logical to expect a correla- 
tion between the size of the family and 
the per cent of children infected with 
poliomyelitis, since the chance of intro- 
ducing infection into the family in- 
creases in proportion to the number of 
individuals who have contact with the 
outside. In order to evaluate the effect 
of family size on poliomyelitis in our 
study, Table 5 was constructed. Here, 
it will be noted that when one combines, 
for each city and each income group, all 
age groups included in the survey, the 
per cent positive in small families (1 or 
2 children) is less in every instance than 
in families with 3 or more children. In 
San Francisco, where there was no ob- 
served increasing trend of positives by 
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proportion positive as related to family 
size. This is true in respect to each 
economic group and each area. When 
the individual groups are tested for sig- 
nificance by X*, none is statistically sig- 
nificant alone, for the numbers are small. 
The sum of the X*’s for the four groups 
is 8.88 with P = 0.07. Larger numbers 
must be tested to give this real signifi- 
cance. Although not proved, it appears 
quite probable that family size per se, 
without other factors so intimately tied 
up with economic level, may be of great 
importance in determining infection 
rates in poliomyelitis. This correlation 
of family size independent of economic 
level (as observed by maintaining a rela- 
tively constant income level in the sam- 
ple) also suggests that home contact is 
more important than other household 
factors frequently referred to, such as 
common food source or infected flies or 
potential plumbing cross-connections 
within a home. These latter would not 
be expected to vary in frequency in 
direct relation to family size, in the same 
income group, in the same area. 

One must examine the basic data from 
which Table 5 was constructed, how- 
ever, to see whether the sample of 
population studied happens to be biased 
for any reason in respect to age and 
family size. Were the older children in 
the study predominantly from large fam- 


age in either economic group (Table 2), ilies and the younger from small 
there is nevertheless a difference in the families? After analyzing the sample 
TABLE 5 


Per Cent of Normal Children with Antibodies to Poliomyelitis by Number of Children wy 
Family, by Area and by Economic Group 


Area, 


Economic Group 
and Age No. tested 
San Francisco, high 
ages 4-15 172 3 
San Francisco, low 
ages 4-15 
Bakersfield, high 
ages 1-10 62 26 
Bakersfield, low, 
ages 1-10 31 5 


% positive 


Number of Children in Family 


3 and more x? 


No. tested positi 
76 38 73 
64 209 
56 7 1.87 
63 70 2.99 


Total of X?2 = 8.88 
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it was found that in San Francisco the 
two samples were slightly though not 
significantly biased, but both in the 
direction which would make the differ- 
ences observed above more pronounced, 
if corrected. The younger children came 
predominantly from the largest families. 
In Bakersfield the bias also ran in the 
same direction for the high income 
group, but to a very slight degree in the 
opposite way in the low income group. 
Therefore, it may be concluded that in 
three of the four groups the predomi- 
nence of infection in the large families 
cannot be attributed to a bias in the 
samples, and that in the fourth, the 
difference if corrected is too small to 
change the trend. 


Family Size and Antistreptolysin 

In Table 6 it may be observed that 
in each income group and in each area 
the number of children in the family 
also correlates with the per cent with 
streptococcal antibody, entirely parallel 
to observations in poliomyelitis. In this 
instance statistical significance is at- 
tained in one group and the sum of the 
X?’s is 14.22 with P = <0.01. This is 
unlikely to be due to chance. This trend 
for antistreptolysin has not been previ- 
ously reported although it has been 
noted for diphtheria immunity and, re- 
peatedly, for clinical infection rates in 
the common respiratory infections of 
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childhood. These other figures, however, 
have not usually been corrected for other 
factors related to the economic level. 


Family Size as It May Affect the Ob- 
served Trends in Poliomyelitis 

Since it is observed that family size, 
quite independent of economic status, 
may be an important factor in the rate 
of dissemination of poliomyelitis and 
streptococcal infection, careful consid- 
eration should be given to the correla- 
tion of family size with economic group, 
to so-called “ civilization,’ to latitude 
and to other factors emphasized as being 
potentially responsible for variations in 
the age distribution of poliomyelitis. Is 
it not possible that family size may be 
one of the most important factors, if not 
the most important contributing to age 
trends in poliomyelitis? This is a factor 
that has seldom been mentioned because 
it cannot ordinarily be studied by any 
statistical method applied to conven- 
tionally reported cases. If information 
is to be obtained by other than serum 
survey methods, changes will be re- 
quired in our reporting system to give 
us information on economic group and 
family size. 

It should be recalled that family size, 
both in whites and Negroes, increases as 
one goes south in the United States, is 
regularly larger in Negroes than in 
whites in the same latitude, is probably 


TABLE 6 


Per cent of Normal Children with Antibodies to Streptolysin “O” by Number of Children 
in Family, by Area and by Economic Group 


Number of children in family 


Area, . 1-2 3 and more 

economic group AN 

and age No. tested % positive No. tested % positive x? 

San Francisco, high, 175 42 79 49 1.29 
ages 4-15 

San Francisco, low, 103 46 97 59 2.88 
ages 4-15 

Bakersfield, high, 58 33 43 46 1.97 
ages 1-10 

Bakersfield, low, 33 39 65 69 8.07 
ages 1-10 


Total of X? 14.21 
P= <f 
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larger in Mexico, Japan, and Guam, 
than in the United States. Another 
important consideration is that in more 
primitive communities, the community 
itself is frequently made up of several 
generations of the same family and the 
“family,” in so far as intimate associ- 
ation of significance in direct contact 
disease transmission is concerned, be- 
comes a much larger unit. Furthermore, 
family size has decreased in the United 
States in parallel with the reputed 
change in the age distribution of polio- 
myelitis. It is true that little difference 
can be demonstrated in the age distribu- 
tion of measles and chickenpox during 
the same period of time in the United 
States, although they are recognized as 
commonly occurring later, in children 
from the smallest families. However, 
casual school contact—probably air- 
borne infection—undoubtedly has offset 
to a large degree the differences due to 
small families. Poliomyelitis and strep- 
tococcal infection, however, probably 
require more intimate contact, so that 
the effect of air-borne infection in school 
is much less. Moreover, poliomyelitis is 
the only one of the common acute com- 
municable diseases of childhood occur- 
ring principally in the season when 
schools are closed, therefore possibly 
more dependent on home transmission, 
as influenced by family size. 


Effect of Recent Epidemic or Inapparent 
Wave of Injection on Serum Survey 

In respect to serological surveys on 
policmyelitis, one important question 
which has not been adequately studied 
relates to the effect of a recent epidemic 
by a related strain of virus. Or, there 
may have been no observed epidemic 
but a wave of inapparent infection. We 
have two fairly large previous surveys 
made in San Francisco and in Bakers- 
field with a lapse of a year or more 
between them and the present ones. An 
attempt has been made to compare these. 
Unfortunately, the economic groups are 
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not entirely comparable and other samp- 
ling differences of unknown significance 
are present. No conclusions can be 
safely drawn, but no conspicuous differ- 
ences in results are noted. 


SUMMARY 

A series of serological surveys was 
undertaken in an attempt to obtain data 
of epidemiological significance in respect 
to the factors underlying differences in 
age distribution of poliomyelitis. Sera of 
normal children over a range of ages 
were obtained from numerous widely 
separated areas and countries, represent- 
ing different climates and civilizations. 
Within three California cities two dis- 
tinctly different economic groups were 
sampled. Sera were tested for Lansing 
poliomyelitis antibodies and antistrep- 
tolysin “QO.” 

There was no indication of any anti- 
genic relationship between the strepto- 
coccus and this poliomyelitis virus. 

It was found that antibodies of both 
types tended to develop latest in life in 
California cities and at an earlier age in 
southern United States cities, subtropical 
and tropical areas respectively. In the 
California cities the proportion of posi- 
tives tended to decrease or remain at a 
constant level after 6 to 9 years of age, 
suggesting that antibodies to both agents 
were temporary in nature and required, 
to maintain an elevated level, repeated 
and frequent reinfection such as that 
acquired most commonly through the 
contacts of young children. 

In the three cities where separate 
economic groups were studied, the anti- 
body to both agents developed earlier 
in the lower economic groups than in 
the upper. 

Because family size was observed to 
hold an inverse relationship with eco- 
nomic level in these areas, family size 
and the incidence of infection as ob- 
served in antibody tests, were examined 
within each economic group. The number 
of children in the family was found to 
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correlate directly with the proportion 
having antibodies to each type of organ- 
ism. It is pointed out that the oppor- 
tunity of having infection introduced 
into a family increases with the number 
of children. Infection appears to spread 
readily within the family, due probably 
to the type of intimate contact. It is 
suggested that differences in family size 
may explain, in part, at least, the ap- 
parent changing age trends shown by 
poliomyelitis in the northern United 
States and elsewhere, as well as the early 
age of infected children still observed in 
the South, the subtropics, and the 
tropics. Birth control and the relative 
isolation of small family units may be 
more important in postponing the age of 
infection than developments in the field 
of sanitation, or any other factor in- 
volved in the progress of modern 
civilization. Schools probably help to 
neutralize this age trend in other dis- 
eases which are readily airborne, such 
as measles and chickenpox, but are 
possibly less likely to contribute greatly 
to the spread of the streptococcus and 
poliomyelitis, where more intimate con- 
tact appears to be essential. Poliomy- 
elitis alone ordinarily occurs during 
school vacation periods and thus may 
be even more dependent on family con- 
tact type of spread. 

All analyses of the 1,400 sera included 
in this report are of a preliminary na 
ture. Tentative conclusions are sug- 
gested indicating the trend for extension 
of this type of study to obtain more 
specific and more reliable data. 
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Public Health Adminstration 
in England’ 


J. A. SCOTT, M.D., D.P.H. 


Deputy Medical Officer of Health, London County Council, 
London, England 


HE broad pattern of public health 

evolution is probably similar in most 
civilized countries. First comes the im- 
provement of environmental conditions 
—the removal of nuisances, the intro- 
duction of refuse removal, and of drain- 
age and sewerage, and the control of 
water supplies. These gradually merge 
into the statutory maintenance of rea- 
sonable housing conditions (and the 
destruction of slums), the registration 
of sickness and death, and food inspec- 
tion. Evolving in parallel are two other 
services, the medical treatment of the 
indigent sick and the prevention (by 
isolation) and treatment of the danger- 
ous infectious diseases. 

Then, finally, marking the emergence 
from the sanitary idea to the health 
idea, come the personal health services 
which are essentially preventive in scope 
and method; maternity and child wel- 
fare; and school health. My “ finally ” 
in the last sentence is perhaps already 
out-of-date and should read “ penulti- 
mately.” New Zealand and England 
already have a national health service 
and discussion on the same subject tends 
to. become acrimonious in Australia, 
Canada, and America. However that 
may be, I would personally readily ac- 
cept as a gauge of the public health 
maturity of any country, the level 


* Presented before the Health Officers Section of the 
American Public Health Association at the Seventy- 
seventh Annual Meeting in New York, N. Y., October 
25, 1949. 


reached by the maternity and child wel- 
fare and school health services. 

Yet, however common these basic 
aims may be, the administrative meth- 
ods by which they are achieved vary 
from country to country, and a brief 
account of the English system may be 
of interest. You in America have to 
think in terms of three levels, the fed- 
eral, the state, and the local. Despite 
very wide differences at the local level, 
we in England have only two, the cen- 
tral and the local, with which to concern 
ourselves. 

While many government departments 


have health and medical functions, 
traditional public health and _ the 
National Health Service are both 


the responsibility of the Ministry of 
Health. This is now thirty years old, its 
functions stemming in the main (but 
not entirely) from those of the Local 
Government Board. The Ministry not 
only has medical functions but is re- 
sponsible still for local health govern- 
ment in the widest sense. Housing, 
water supplies, and National Assistance 
or Welfare (the descendant of the Old 
Poor Law, now abolished) are among 
the more important of its non-medical 
functions. 

The general pattern of the British 
Civil Service is well known. Executive 
functions are in the hands of lay ad- 
ministrators, the technical (including 
medical) civil servant being advisory. 
While it is an unwritten law that the 
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lay administrator does not ignore expert 
advice, he sometimes used to refrain 
from calling on it, but his modern way 
of doing so, very rarely used, is to cen- 
sult another expert! And the system, 
as may be imagined, has given rise on 
occasion to friction and difficulty. Thus 
the great Sir John Simon, irked by what 
he considered the unfair discretion of his 
administrative colleagues to refrain from 
calling for expert advice, voluntarily 
retired from his post as the first Chief 
Medical Officer of the Local Government 
Board at the early age of 60. Sir Arthur 
Newsholme, Chief Medical Officer from 
1908 to 1919, also girded at the system: 
“ An impartial and thorough inquiry as 
to whether in each Government Depart- 
ment the relation between secretarial 
and technical officers is as conducive to 
the public interest as it might be, would 
be more fruitful in public good than any 
of the numerous Royal Commissions and 
Departmental Committees of investiga- 
tion which have reported on govern- 
mental problems.” He further quotes 
Lord Sydenham with obvious relish: “ It 
should be an axiom in government ad- 
ministration that no one should be 
permitted to have anything to do with 
any question on which he could not 
bring special knowledge to bear. This 
axiom prevailed in all well managed 
private businesses. But his own experi- 
ence, in some government matters, had 
been that one had to fight for a neces- 
sary improvement through an ascending 
series of officials, each knowing less 
than the last, until one reached the 
deciding authority who knew nothing 
at all. This was euphemistically called 
the ‘chain of responsibility.’ * 

But all this is now a tale of “old 
unhappy, far-off things and battles long 
ago.” Sir George Newman, Newsholme’s 
successor and first Chief Medical Officer 
of the Ministry of Health, takes up the 
tale? and records how this constant 
potential cause of friction was removed. 
The Chief Medical Officer was granted 
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the pay and status of the permanent 
Secretary of the Ministry without the 
duty of exercising any of the adminis- 
trative functions of the Secretary. This 
gave him direct access to the Minister 
for submission of proposals and discus- 
sion of any matter within his responsi- 
bility. “ This was an end of all talk or 
assumption that either the administra- 
tive or the professional civil servants 
were in a position of subordinate or of 
superiority to the other section.” While 
the rights of the Chief Medical Officer 
remain as stated by Newman, his pay 
is now slightly less that that of the 
Permanent Secretary. 

Newman also mentioned two other 
methods by which science can be given 
its rightful place in the administrative 
sphere—first the “functional board ” of 
senior administrative officers to review 
administrative machinery and _ insure 
that the value of the expert civil servant 
is being secured and maintained, and 
secondly, the small Advisory Committee 
of outside experts appointed and ap- 
proved by the Minister. Much use is 
being made of the second method in the 
administration of the National Health 
Service. Further developments in modern 
government have led to the filling of 
administrative offices by the scientists 
themselves as in the Secretaryships of 
the Medical and Agricultural Research 
Councils. 

Newman’s view of the service of 
which the medical department of the 
Ministry of Health is an integral part 
is shown in the following quotation: 
“The Civil Service is both non-political 
and non-partisan and, moreover, is 
democratic in structure, recruitment, and 
control. Both Parliament and the Local 
Authorities are vigilant of its integrity 
as an independent and disinterested in- 
stitution, but they are equally vigilant 
to see that it does not become autocratic 
or despotic, and they have ample powers 
to prevent any tendency in such a direc- 
tion. The Service itself is watchful of its 
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own tradition, and by its constitution 
under Orders of the Privy Council in 
1855, 1870, and 1920, it is the zealous 
custodian of its own privilege and inde- 
pendence.” # 

This happy resolution of an old diffi- 
culty which Newman records, and the 
fact that the administrative and medical 
stafis of the Ministry of Health now 
work in a harmony approaching a 
symbiosis, is of course particularly im- 
portant in the era of a national health 
service. I have not personally heard a 
single suggestion of any kind of inter- 
ference with the full clinical freedom of 
doctors providing that service. And this 
essential professional freedom is further 
safeguarded, even if the administrative 
set-up is made more complex, by the 
statutory provision for a Central Health 
Services Council and Standing Advisory 
Committees. Of the latter, there are 
now a series of nine: medical, nursing, 
maternity and midwifery, dental, mental 
health, tuberculosis, ophthalmic, phar- 
maceutical, and cancer and radiotherapy, 
which have affiliations with both the 
Minister and the Central Health Serv- 
ices Council. 

The medical department of the 
Ministry is itself organized in a series 
of divisions.5 These deal, in brief, with 
general public health and _ statistics, 
maternity and child welfare, general 
epidemiology, food and nutrition, the 
National Health Service, the Insurance 
Regional Medical Service, dental health, 
nursing and midwifery services, the 
Board of Control (certain aspects of 
mental illness), and the Welsh Board of 
Health. The Ministry also has 10 re- 
gional offices for local contact with the 
Regional Hospital Board services and 
certain local government services, and 
4 for medical matters arising from 
National Insurance (fitness for work, 
etc.). Its work in relation to the local 
authorities is controlling (by Orders and 
Statutory Instruments): advisory (by 
Circular and Memoranda) and inspec- 
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torial. As it sanctions loans and pays 
grants up to 50 per cent for personal 
health service work, it needs, and has, 
detailed knowledge of local services. I 
have alluded in another paper, to the 
Statutory requirement imposed on all 
local health authorities to submit to the 
Ministry “proposals” for carrying out 
their duties under the National Health 
Service Act. 

Turning now to English Local Govern- 
ment, its basic principle was defined in 
the Report of the Royal Sanitary Com- 
mission of 1869. “The principle of 
local self-government has been generally 
recognized as of the essence of our na- 
tional vigor. Local administration, under 
central superintendence, is the distin- 
guishing feature of our government. 

“The theory is, that all that can, 
should be done by local authority and 
that public expenditure should be chiefly 
controlled by those who contribute to it. 

“Whatever concerns the whole na- 
tion must be dealt with nationally, while 
whatever concerns only a district must 
be dealt with by the district. 

“The spirit of that self-government 
which Englishmen have always vindi- 
cated to themselves through every devel- 
oping period of their history, has led to 
the growth of many discrepancies in 
their institutions and to many discon- 
nected and even conflicting laws. Im- 
perfect local administration has been 
the natural result. Local administration 
must nevertheless be maintained, but it 
should be at the same time simplified, 
strengthened and set in motion.” 

It is nearly eighty years since these 
words were written, but the develop- 
ments in both local and national serv- 
ices during that period have conformed 
to the traditions so clearly enunciated. 

Local public health administration is 
in the hands of two main types of local 
authority, major and minor. The major 
again fall into two groups: county 
boroughs, large urban aggregates of the 
city type, usually long established; and 
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counties. The minor authorities consist 
of smaller units—boroughs, urban and 
rural districts which together make up 
the county. The county borough is an 
all-purpose authority, self-contained for 
local government purposes, and conse- 
quently carrying out all public health 
functions. In the counties, local govern- 
ment functions are shared between the 
major and minor authorities. A broad 
but not hard and fast line of division of 
their public health duties, is that essen- 
tially local functions such as environ- 
mental hygiene are undertaken by the 
minor authorities. The personal health 
services and services such as education, 
are administered by the county, which 
has power in addition, to aid from its 
own rate funds, the minor authorities 
in such things as water supply. Mem- 
bers (Councillors) of local authorities 
become so by popular election and now- 
adays affiliation to one or other political 
party is usual. In most of the country 
one-third of the members of the Council 
retire each year, some continuity thus 
being secured. In London, elections are 
triennial, all the members retiring to- 
gether. This applies both to the County 
Council and to the Metropolitan Bor- 
ough Councils. Every council sub-divides 
its work among committees, elected by 
the whole Council and responsible to 
the Council. 

Public Health, Education, Town 
Planning, Police, Water, Welfare, Hous- 
ing and Finance will serve as illus- 
trations of local services, each important 
enough to justify the attention of a 
special committee. In the large authori- 
ties, further breakdown is essential and 
each main committee will appoint sub- 
committees for special sections of its 
work. Each committee elects a chairman, 
usually from the ranks of the political 
party holding a majority, and it is this 
public representative and his committee 
who are responsible for their particular 
local service. Whatever credit is going 
they take (and rightly take) and to be 
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fair, they also shoulder any public criti- 
cism there may be. 

Naturally they are not experts, so 
they are advised on policy by chief 
officers, each an expert in his own field 
and at the head of a department which 
is often very large. These departments 
carry out their Council’s policy with the 
same kind of efficiency and impartiality 
as is associated with the British Civil 
Service. Every type of local authority 
appoints a medical officer of health, the 
tendency over many years being to ap- 
point a whole-time officer. But over the 
same span of years there has also been 
a tendency to vest functions in, or trans- 
fer them to, the major local authorities. 
This is particularly true in the fields of 
education, welfare, and health. Thus, 
the National Health Service Act vested 
the maternity and child welfare services 
in the hands of the major local authori- 
ties, so reducing the number of authori- 
ties directly responsible for it from over 
400 to 145. This tendency naturally 
makes it difficult for the smaller authori- 
ties to employ a_ whole-time health 
officer. The principle of the whole-time 
officer has consequently been maintained, 
with the full support of the British 
Medical Association, by the minor local 
authorities joining with the county coun- 
cil in a joint appointment, the officer 
acting for part of his time as assistant 
county medical officer and for the re- 
mainder as medical officer of health of 
one or more urban or rural districts in 
the county. This has the great advantage 
of keeping the officer in touch with the 
whole field of public health, environ- 
mental and personal, and the further 
advantage of reducing the number of 
posts with purely environmental respon- 
sibilities, which are today intrinsically 
less attractive to a medical man. 

It is important in any consideration 
of British public health administration 
to appreciate that the health officer, 
whether central or local, is a “ career 
officer.’ This branch of medicine is 
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deliberately chosen, usually early in a 
medical man’s career, and he proceeds 
to equip himself by acquiring a post- 
graduate diploma in public health. For 
the position of Medical Officer of Health 
of the larger authorities, such a diploma, 
registered with the General Medical 
Council, is a statutory requirement. All 
health officers except possibly those in- 
tending to specialize in fields such as 
tuberculosis or venereal disease in fact 
acquire it. Once in the service as an 
Assistant Medical Officer, he gains ex- 
perience (and promotion) by moving 
from post to post, taking his superan- 
nuation rights with him. 

Appointment as Medical Officer of 
Health is subject to the approval of 
the Minister of Health, and dismissal is 
only possible with his consent. As the 
office constantly involves what some 
people would regard as encroachments 
on the rights of property (expenditure 
on house repairs as the result of statu- 
tory notices, slum clearance, condemna- 
tion of food, etc.) such protection is a 
valuable safeguard. It extends also to 
the Sanitary Inspector. On the position 
of the Medical Officer of Health, let me 
again quote Sir Arthur Newsholme,® who 
spoke with the authority of personal 
experience as a Medical Officer of Health 
as well as that of Chief Medical Officer. 
“The Medical Officer of Health is the 
expert adviser, as well as the executive 
officer of the committee charged with 
the public health work of the Town 
Council; and much of his success as an 
administrator depends on his persuasive- 
ness and reasonableness, and on his ca- 
pacity to indoctrinate the members of 
his committee with his ideals and ambi- 
tions for reform. In securing maximum 
success, he has to deal not only with the 
Town Council, but even more with the 
Councillors as individuals, and to take 
every opportunity to secure their friendly 
interest in the work and to help them 
to master its principles.” 

What changes has 
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Health Service Act produced in the work 
of the Medical Officer of Health? I have 
described in a paper before another 
Section, with particular reference to 
London, what the Medical Officer of 
Health and his team have actually done 
in the first year’s working of the Act.’ 
Anyone interested in preventive medicine 
would agree that his program remains 
both full and attractive. But providing 
a complete medical service for fifty 
million people is in the literal sense of 
the word a great work. There were 
many conflicting interests to reconcile 
and the scheme, bold and imaginative as 
it is, has inevitably left some people 
with a feeling of hard usage. This is 
perhaps particularly true of the Medical 
Officer of Health of the so-called minor 
authorities who, in his own right, is con- 
fined largely to environmental duties. 
Any association he retains with the per- 
sonal health services is as assistant to his 
county colleague. Previously, the Medi- 
cal Officer of Health had administrative 
responsibility for general, children’s, 
maternity, mental, infectious, and tuber- 
culosis hospital beds. The argument for 
the ‘unity of all clinical medicine has 
meant his losing these, and I for one 
accepted the necessity at the time the 
service was introduced. But it is pos- 
sible to argue that the satisfaction of 
this major unity fractures certain lesser 
unities. Thus, the Regional Board is 
responsible for the treatment of tuber- 
culosis, whether in the sanatorium or 
the tuberculosis dispensary, while the 
local health authority is responsible for 
its prevention and aftercare. Similarly, 
but perhaps less importantly, the Medi- 
cal Officer of Health is notified of 
infectious disease and is responsible for 
its epidemiological control, but no longer 
has control of the infectious disease 
hospital beds. Codperation between the 
various branches of the service is of 
great importance and there are plenty 
of signs that it is not lacking. The 
Medical Officer of Health’s real difficulty 
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in these matters is perhaps mental—or 
sentimental. The services in question 
were entirely of public health growth 
and parting with the institutional side 
of them was not easy. It is some con- 
solation that more than ever the clinician 
is acquiring a keen realization of his 
responsibilities for prevention as well 
as for treatment. This is particularly 
noticeable in the geriatric field. A further 
partnership of promise lies in the health 
center, where the general practitioner 
and the health worker will share a com- 
mon roof and, one hopes, a common 
outlook. This, however, lies in the future 
rather than the present, and much hard 
experimental work will still be necessary. 

One tendency, possibly temporary, 
should be noted in conclusion. The inter- 
est of the young graduate at present 
centers in the clinical field, and fewer 
students are taking public health traim- 
ing. The explanation of this may be in 
part financial. Nevertheless the logical 
culmination of the last century’s progress 


in public health and social medicine in 
Britain was the National Health Service. 
There is nothing in British history to 


AMERICAN JOURNAL OF PuBLIC HEALTH 


Mar., 1950 


indicate that it will not modify itself to 
meet weaknesses and strains as these 
reveal themselves. Continued evolution 
is certain. If the demand for spectacles 
and teeth has exceeded expectation it 
is possibly a proof not only that the 
need was there, waiting to be met, but 
also that British enterprise is not yet 
dead! And whatever the temporary 
effect of the National Health Service in 
reducing the attractiveness of public 
health to the neophyte as a career, there 
is no doubt that the preventive idea 
will ultimately permeate the whole of 
medicine and that the Medical Officer 
of Health still has an essential part to 
play in the common task. 
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Progress in Meeting the Eye 
Problems of Children* 


FRANKLIN M. FOOTE, M.D., F.A.P.H.A. 


Executive Director, National Society for the Prevention of Blindness, 
New York, N.Y. 


A’ least 80 per cent of our learning 
comes through the sense of sight, 
particularly in these days when the 
emphasis is on visual education. It is 
small wonder then that school authori- 
ties are becoming more and more con- 
cerned about the eyes of the school child. 

This concern has been heightened by 
our discovery within recent years that 
many of the children who do not do well 
after the fifth grade in school are poor 
readers. At first, when a large number 
of children with reading disabilities were 
found, it was believed that the chief 
source of the difficulty was physical 
some optical or muscle defect in the eye 
itself which interfered with clear vision. 
It is true that the prevalence of refrac- 
tive errors and of muscle imbalance 
among children with reading disabilities 
is much higher than among those chil- 
dren who are good readers. However, 
the work of many reading clinics proves 
that eye defects are by no means the 
whole story. Some children with ex- 
cellent vision are very poor readers. 
Some children with significant myopia, 
farsightedness, or astigmatism are good 
readers. And with most children who 
are poor readers and who have defective 
vision, the provision of glasses which 
bring their vision up to 20/20 or even 
to 20/15 does not make them good 
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readers. Much more needs to be done. 
Other physical factors require consid- 
eration—the child should have a general 
medical examination to rule out anemia, 
malnutrition, endocrine deficiencies, 
hearing loss, and systemic disease. A 
psychological check should be made for 
mental retardation, neurosis, emotional] 
problems at home. 

At the New York University Reading 
Clinic Dr. Hunter Romaine has found 
that relative inability of the two eyes 
to work together as a team in fusing a 
single visual image, imbalance of the 
ocular muscles, and fatigue of accom- 
modation are often present in children 
having reading difficulties. At the same 
time that eye and other physical con- 
ditions are remedied, teaching special- 
ists undertake to solve the mechanical 
problems involved in the act of reading. 
Instruments are used to stimulate rapid 
concentration and evaluation. Improper 
techniques of reading are replaced by 
the simplest means of learning the art 
of rapid reading. 


VISION TESTS 

All the elaborate tests of the various 
functions of the eye in reading clinics 
have made school administrators wonder 
whether these same diagnostic examina- 
tions should not be given to all school 
children. During the war many of us 
learned of the tests of visual skills used 
in the air forces and by industry; tests, 
for example, of fusion and of depth per- 
ception. The Keystone Telebinocular is 
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-an instrument containing a battery of 
several tests of visual functions, includ- 
ing depth perception, or the relations be- 
tween two objects in space. This instru- 
ment has been used with satisfaction in 
reading clinics. About ten years ago, its 
use for screening school children as a 
basis for referral for eve care was ques- 
tioned by certain professional groups in 
Massachusetts, largely because of the 
number of over-referrals. It was also 
felt that the instrument missed some 
children who should have been referred. 
Out of their study, the Massachusetts 
Vision Test was developed. This battery 
includes the usual Snellen test at 20 
feet, adding a plus lens to find children 
with significant farsightedness, and using 
Maddox rods to discover children with 
significant muscle imbalance. Criteria 
for referral of children from the various 
parts of the Massachusetts Vision Test 
were developed by Boston ophthalmolo- 
gists and the battery of tests was ap- 
proved for school use by the American 
Medical Association. 

In some areas, ophthalmologists have 
felt that the Massachusetts Vision Test 
also brings about over-referrals. The 
practice of ophthalmology varies some- 
what with regard to correcting small 
degrees of farsightedness, and many 
ophthalmologists place considerable em- 
phasis on the child’s complaints about 
his eyes, his nervousness and irritability 
after close eye work. One would expect 
the child’s classroom teacher to be in 
excellent position to judge whether or 
not the child has an eye defect such as 
farsightedness, but reports on her ability 
to do so are conflicting at best. 

With regard to muscle imbalance, 
which is tested for on both the tele- 
binocular and the Massachusetts Vision 
Test, again ophthalmologists in some 
areas have felt that there is considerable 
over-referral. This complaint is more 
common where there are no facilities for 
treating imbalance of the eye muscles 
through orthoptics or “eye exercises.” 
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Severe muscle imbalance or cross-eyes 
are treated by glasses, by the wearing of 
a patch, by surgery supplemented by 
orthoptic training: but the difficulty in 
referral arises among children with 
milder degrees of muscle imbalance. 

Evaluation of several batteries of tests 
including the two mentioned above, and 
including the regular Snellen test in the 
hands of a teacher, has been carried out 
in St. Louis under the sponsorship of 
the U. S. Children’s Bureau, the Mis- 
souri Division of Public Health, and the 
National Society for the Prevention of 
Blindness. A group of 1,239 children 
have been given all the common tests 
and each of these children has had a 
thorough ophthalmologic examination, 
including refraction under homatropine 
cycloplegia. The records of all these 
tests are now in the hands of the statis- 
ticians who are running nearly 2,000 
cross-correlations. A preliminary report 
should be available in six or seven 
months. 

In the meantime, we are often asked 
what should be done about vision testing 
in the average school until the results of 
the St. Louis study are available. The 
most reasonable course to follow would 
be to continue using whatever method 
of testing is now ir use, with emphasis 
on preparation of the person adminis- 
tering the test to do the best possible 
job. I know of an 8 year old girl who is 
blind in one eye but who got a passing 
score for the blind eye on one very 
expensive test battery. 

Moreover, Dr. Thomas Shaffer at 
Ohio State University reported two 
years ago in his study of 203 children 
that the Snellen test was the most reli- 
able single screening procedure when 
carried out carefully and with proper 
illumination. It seems clear that the 
person doing the testing may be even 
more important than the particular test 
or battery of tests employed. Continuing 
inservice education and evaluation of 
testing arrangements and procedures are 
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essential, regardless of what test is used. 

Even more important than the specific 
test is what is done after the defect is 
found. There should be no excuse for 
finding 25 or 30 per cent of children 
year after year in need of eye care and 
then getting few corrections made. In 
some schools I have felt that it might 
be a good idea to stop vision testing 
altogether for a few months and to spend 
the time on follow-up. Even in rural 
areas, it is possible to find civic-minded 
groups such as Lions Clubs and Parent- 
Teacher Associations which will help 
provide care for medically indigent chil- 
dren. The child should be instructed in 
how to care for his glasses, if these are 
needed, and the classroom teacher should 
be informed as to the circumstances 
under which the child needs to wear 
them. If medical or surgical treatment 
is required, the public health nurse or 
school nurse may need a great deal of 
patience and understanding in order to 
interpret to the parent just what needs 
to be done. 


OPTOMETRISTS 

School medical advisers and nurses 
often ask, “ What shall we do when the 
children are taken to optometrists in- 
stead of to ophthalmologists?” In the 
United States there are only 2,000 
ophthalmologists certified by the Ameri- 
can Board and there are 18,000 optome- 
trists. Every one of the 48 states 
licenses optometrists to do refractions 
and to give eye exercises or orthoptics 
for muscle imbalance. 

In Illinois recently, through the efforts 
of the state Society for the Prevention 
of Blindness, a unique and constructive 
plan has been set up to codrdinate op- 
tometric and medical eye care. A joint 
committee includes the president of the 
state medical society, the secretary of 
the Chicago Ophthalmological Society, 
and the president and secretary of the 
state optometric society. This com- 
mittee reviewed screening and referral 
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procedures in the elementary and high 
schools. It was agreed that the report 
to the parents would simply say that 
the child needs a complete eye exam- 
ination. When the optometrist sees a 
school child, he agrees to refer the child 
to an ophthalmologist if there- is cor- 
rected visual acuity of less than 20/30 
in either eye or if there is any obvious 
or questionable pathological alteration 
of the eye. In cases of such referral, the 
ophthalmologist is to send a report of 
his findings to the optometrist and also 
to send the child back for refraction if 
such service is needed. 

These recommendations were ap- 
proved in February, 1949, by the Illinois 
Optometric Association, the Chicago 
Ophthalmological Society, and by the 
executive council of the Illinois State 
Medical Society. The state optometric 
association, further, has set up a certify- 
ing board to pass on ethical and profes- 
sional qualifications of optometrists for 
this program. Since optometrists form a 
definite part of the eye-care picture in 
every community, this Illinois plan 
seems an intelligent way to meet the 
difficulties that often arise. Where there 
is a voluntary state blindness prevention 
or sight conservation agency, the work- 
ing out of similar agreements between 
the two professions may be facilitated. 


TRACHOMA 

There is one infectious eye condition 
still too prevalent in several states to 
neglect. Trachoma, caused by a filtrable 
virus, now should be brought completely 
under control because of the excellent 
results of treatment with sulfanilamide. 
Arkansas, Illinois, Minnesota, and Ten- 
nessee are among the states that have 
brought the disease fairly well under 
control, but too many cases still are 
occurring as shown in Table 1. 

The first stage of trachoma is very 
much like that of follicular conjuncti- 
vitis, with swollen, red conjunctivae. 
What is characteristic of trachoma is 
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TABLE 1 


Trachoma Cases Reported to U.S.P.H.S. 


1948 
Minnesota ......... 19 
Oklahoma ........ 322 
South Dakota ........ 32 
the beginning involvement of the 


cornea, usually in the upper part, with 
blood vessels. Unless these vessels are 
seen or unless there is another definite 
case within the family, the diagnosis 
cannot be made in this stage. Crowded 
home conditions and poor personal hy- 
giene aid in spreading the infection. 
Health education is necessary to teach 
the need for individuai towels and wash 
cloths at all times. Periodic examination 
of school children, with follow-up and 
treatment of all families where there are 
any cases, will greatly reduce the inci- 
dence. The Arkansas plan of treatment 
gives about 95 per cent cures in the 
first and second stages. A daily dose 
of sulfanilamide is calculated on the 
basis of 1/5 grain of the drug per pound 
of body weight. This daily dose is 


divided into three doses and given by 
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mouth for 5 days. After 2 days’ rest, 
it is given again for 5 days. In Arkansas 
the drug taken in this way is well 
tolerated, acute symptoms subside in 10 
days, and follicles and thickening of 
the lids in 3 months. 


CONCLUSION 

In considering the eye problems of 
children, I am impressed by the fact 
that so often the school administrator or 
the school medical adviser encounters 
difficulties because he tries to solve these 
problems without consulting with local 
eye specialists or by singling out only 
one man from whom to seek advice. 
I am fully aware that a popular defini- 
tion of a committee is a group that keeps 
minutes and wastes hours. However, 
when we are entirely dependent for 
treatment of eye conditions on the local 
practitioners, it would seem that the 
only way to avoid difficulties would be 
to work with a representative local com- 
mittee. This is most important before, 
and not after, adopting an elaborate 
screening procedure. If, in conference, 
the local eye specialists definitely prefer 
one kind of vision test to another, I 
should go along with them regardless of 
my personal convictions that some other 
test might be more efficient. The ob- 
jective is to teach the school child to 
take care of his eyes and to get correc- 
tion when indicated. This objective will 
be achieved best when both the private 
practitioners and the school health group 
are working in harmony. 
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A Demonstration Program for the 
Decentralization of Pediatric 
Education and Services’ 
GLIDDEN L. BROOKS, M.D. 


Associate Director, American Academy of Pediatrics, Committee for the 
Improvement of Child Health, The Children’s Hospital, Philadelphia, Pa. 


HE principle of integration and re- 

gional planning which involves the 
affiliation of medical centers and com- 
munity hospitals in outlying districts for 
the purpose of more effective inter- 
change and dissemination of medical 
knowledge and activities is not a new 
concept. It has been variously described 
as “ decentralization,” “ regionalization,” 
or “extension,” and recently has been 
enjoying a deserved popularity amount- 
ing almost to a vogue. We believe this 
principle deserves careful scrutiny by 
those of us who are concerned with the 
problems of child health as they have 
emerged from the Study of Child Health 
Services. 

Very early in the course of examining 
the Study data, it became apparent that 
decentralization might well hold the key 
to the two most conspicuous and funda- 
mental needs uncovered by the survey. 
These two needs are, first, how to obtain 
more effective distribution of child 
health services, and second, how to pro- 
vide opportunities for continuing contact 
with pediatric education and technical 
developments on the part of those physi- 
cians already practising in outlying 
The first, therefore, has to do 


areas, 
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with the quantity of care available, and 
the second with its quality. 
Accordingly, as a primary move aimed 
at the solution of this twofold problem, 
the Committee for the Improvement of 
Child Health of the American Academy 
of Pediatrics has undertaken to evaluate 
past and present applications of this 
principle of regional planning and to 
develop its use in the field of child 
heaith. These programs are found to be 
of two types so far as their major pur- 
pose is concerned. There are those chiefly 
concerned with dissemination of services 
or actual medical care, and those de- 
signed for the extension of education. 
The methods by which decentraliza- 
tion is accomplished fall generally into 
four broad categories of diminishing 
complexity, whose selection for use de- 
pends largely upon the characteristics of 
the area in which the plan is to be oper- 
ated. These four categories vary from 
an elaborate organization of codrdinated 
hospital activities to a simple system of 
“ circuit-riding ” consultants or teachers. 
The more elaborate group includes such 
experiments as that which is in operation 
in the Rochester, N. Y., area and is also 
reflected in the integrated system of the 
medical centers, base and regional hos- 
pitals blueprinted by the U. S. Public 
Health Service in connection with the 
Hospital Survey and Construction Act. 
Less complicated plans of carrying up- 
to-date medical services and knowledge 
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from the teaching centers to less popu- 
lous regions have been in operation by 
individual schools, health departments, 
and medical societies, some for as long 
as 25 or more years. 

Drawing heavily upon accumulated 
experience and data, the Academy is un- 
dertaking a demonstration program of 
decentralization and regional planning 
for the improvement of both pediatric 
services and education in the Pennsyl- 
vania, New Jersey, and Delaware area. 
It is hoped thereby, to establish proven 
patterns of action to meet the challenge 
growing out of the Study. Experience 
has shown that many pitfalls exist in 
such activities, and it is hoped that 
patterns tested in this demonstration 
may aid pediatric groups in avoiding 
them, as well as providing a stimulus 
for the inauguration of similar programs 
throughout the country. 

In developing a demonstration pro- 
gram, we are utilizing the medical cen- 
ters of Philadelphia as a base for the 
eastern portion of the area, with a sup- 
plementary program in western Penn- 
sylvania, centering about the University 
of Pittsburgh. Whereas, most prior 
systems of decentralization have ema- 
nated from a single school or hospital, 
we are using the combined facilities of 
the pediatric departments of the six 
medical schools and have organized for 
this purpose a committee consisting of 
the professors of pediatrics from each of 
the schools, together with representatives 
of the Academy’s organization in this 
district. 

Two “pools” or reservoirs of pedi- 
atric talent are made available from the 
six schools. First, is a group of teachers; 
men engaged in the practice of pedi- 
atrics and closely affiliated with the 
medical schools, men engaged in research 
or pursuing special branches of pedi- 
atrics, and a group of allied specialists 
(orthopedists, surgeons, etc.), who are 
working in close association with pedi- 
atricians in the Academic field; second, 
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a pool of residents is provided for 
purposes of rotation through outlying 
communities. In accordance with the 
previously mentioned four categories of 
diminishing complexity, we are utilizing 
these pools of talent in four different 
programs. 


Plan I. This plan is concerned with those 
hospitals in the area which already have a 
well organized pediatric department which has 
been approved for pediatric residency training 
by the A.M.A. Council on Medical Education 
and The American Board of Pediatrics. These 
hospitals already constitute small medical 
centers, pediatrically speaking, and correspond 
in a sense to the so-called “ regional hospitals ” 
in the type of organization promulgated in 
connection with the Hospital Survey and Con- 
struction Act. Such hospitals possess a very 
high pediatric teaching and service potential 
in their own communities, and by regional 
planning it is hoped to develop this potential 
still further. 

Under the proposed demonstration program, 
these hospitals are furnished direct aid in 
setting up pediatric conferences and teaching 
sessions designed especially for the hospital 
staff and the general practitioners within their 
sphere of influence. For this purpose, teachers 
are made available from the medical school 
reservoir previously mentioned, to conduct 
such conferences or seminars in codperation 
with the local pediatric staff. In addition to 
developing this formal staff program, pediatric 
residents in training at the community hos- 
pital are rotated through one of the Philadel- 
phia or Pittsburgh teaching hospitals, which, 
in turn, sends one of its residents to the 
community hospital on an exchange basis. In 
this manner, the residents from a smaller com- 
munity pediatric service are able to reéstablish 
contact with the research and academic dis- 
ciplines of the medical schools while residents 
from the teaching center have an opportunity 
to function for a time in a situation more 
representative of the conditions surrounding 
the usual practice of pediatrics. This plan is 
is now being initiated at the Delaware Hos- 
pital in Wilmington. This hospital already has 
an excellently organized pediatric service and 
a staff of well trained and highly competent 
pediatricians. A series of monthly pediatric 


seminars has been started, to which practi- 
tioners throughout the State of Delaware have 
been invited, and which will be conducted by 
the staff of the Delaware Hospital together 
with various representatives from the pedi- 
atric departments of the Philadelphia schools. 
There are two pediatric residents now training 
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at the Delaware Hospital, each of whom will 
have an opportunity to spend two months at 
a Philadelphia teaching hospital on an exchange 
basis. By utilizing the multi-school set-up, it 
is possible to offer experience to a resident at 
a teaching center with which he has previ- 
ously been unfamiliar, thus broadening his 
own horizon and permitting him to carry back 
to Wilmington experience and new ideas which 
he has found stimulating during this period 
of exchange residency. 


Plan II, The second plan is designed for a 
community hospital which, though it may 
have a pediatric service and a qualified staff, 
has not previously assumed the responsibility 
for formal staff and resident training. Under 
the demonstration program, arrangements are 
made to provide such a hospital with a pedi- 
atric resident. Residents from the various 
teaching hospitals are supplied on a rotational 
basis for two month periods. Thus, in the 
course of a year, the community hospital has 
the privilege of working with residents from 
not one, but six metropolitan teaching hos- 
pitals. The daily presence of a resident who 
is well informed as to the latest developments 
in pediatrics is one of the most effective stimuli 
to the staff and the hospital to develop into 
a regional pediatric center. The residency pro- 
gram is supplemented, as in the first plan, by 
the organization of conferences, using visiting 
pediatric teachers and also encouraging the 
members of the local pediatric staff to par- 
ticipate in teaching. In such hospitals, are 
to be found many excellently trained pedi- 
atricians who are splendid teachers and who 
are not now sharing their pediatric knowledge 
simply because the medium has not been 
offered for them to do so. Once a residency 
and teaching program has been established, 
these men are able to contribute notably to 
the education both of the residents being 
rotated through the community hospital, and 
to their fellow physicians in the community 


Plan III. This plan is highly experimental and 
is, administratively, one of the most difficult 
in which to achieve success. It envisages the 
use of residents who have completed the 
specialized training required by the Board of 
Pediatrics, but who desire further pediatric 
experience before entering practice. Such a 
man will be assigned to two, or possibly three, 
small community hospitals for the purpose of 
helping their staffs to improve existing services 
and develop new ones. They will also be 
responsible for organizing clinics and teaching 
programs in each hospital served, again draw- 
ing upon the multi-school reservoir of educa- 
tional talent. At the present time, the 190 bed 
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Montgomery Hospital at Norristown, Pa., is 
sharing such a resident with the 90 bed 
Phoenixville Hospital, some ten miles away. 
The resident devotes his entire time to this 
assignment and is available to see all pediatric 
patients in both hospitals, thus lightening the 
burden of the hospital staff and making more 
effective pediatric care available. At Norris- 
town he is working with the pediatric staff of 
the hospital in an effort to build up the out- 
patient pediatric service. It is also planned 
to utilize the resident in establishing a more 
effective well baby conference program in this 
community. In Phoenixville, he is assisting 
the nursing staff in inaugurating better tech- 
niques and practices in the new-born nursery. 

It is in hospitals of this size, and smaller, 
that an especially valuable liaison with the 
general practitioner is established. These hos- 
pitals are “ home base ” for him, and on those 
occasions when he has child patients in the 
hospital he has essentially daily contact with 
the resident. For the resident, the experience 
is of value since it affords opportunity for 
him to put into practical use many of the 
things he has observed in his formal training. 
He is also able more readily to appreciate the 
viewpoint and problems of the general prac- 
titioner and to observe the manner in which 
he functions in a community setting. This is 
something which cannot be taught in medical 
school, and is seldom observed in the course 
of internships and residencies in large medical 
centers. 


Plan IV. The fourth plan consists simply of 
the employment of the long established “ cir- 
cuit-rider ” system of conferences. In those 
areas where the hospitals are either nonexistent 
or too small to merit resident services, the 
local medical societies and other groups of 
doctors are encouraged to organize pediatric 
seminars using the teaching pool established 
in the medical centers. 


All of these plans are deliberately 
being kept elastic so that advantage may 
be taken of opportunities for improving 
them and furthering their usefulness as 
experience is gained. In terms of filling 
the twofold needs, their value in im- 
proving education is obvious and direct. 
Their value in bringing about more 
effective distribution of pediatric care 
is, of necessity, indirect. However, it 
cannot be denied that the development 
of more effective, finer pediatric centers 
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in small cities and semi-rural areas tends 
not only to improve existing pediatric 
practice, but to make the field more at- 
tractive for young doctors entering either 
general practice or pediatrics. Indeed, 
in similar programs elsewhere, definite 
instances can be cited where residents 
have returned to the community through 
which they were rotated during their 
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residency, and established pediatric 
practice therein, thus bringing a special- 
ist in the care of children to a com- 
munity which previously had none. It is 
hoped that the patterns emerging from 
this experience will continue to serve 
this dual purpose and that they will be 
utilized and still further perfected in 
the hands of others. 


West Virginia Medical School 


Two separate surveys are in progress 
as to the advisability of building and 
maintaining a four year school of medi- 
cine and dentistry in West Virginia. The 
two studies were requested jointly by 
the West Virginia legislative Interim 
Committee and a Citizen’s Advisory 


Committee set up by the 1949 Legisla- 
ture for the purpose of studying the 
medical school question. After the studies 
have been completed the two committees 
will prepare a joint report for the Gov- 
ernor and the 1951 session of the Legis- 


lature. The State Medical Association 
has adopted a resolution favoring a medi- 
cal school as a part of West Virginia 
University. 

The two independent studies are being 
conducted by Alan Gregg, M.D., director 
of medical science of the Rockefeller 
Foundation, and Herman G. Weiskotten, 
M.D., chairman of the American Medical 
Association Council on Medical Educa- 
tion and Hospitals and dean of the 
Syracuse (N. Y.) University College of 
Medicine. 
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The Brucella Ring Test’ 


Its Potential Value in the Control of Brucellosis 


ADDIE V. HAMILTON, M.S., 
ALBERT V. HARDY, M.D., F.A.P.H.A. 


Bureau of Laboratories, Florida State Board of Health, Jacksonville, Fla., and 
Department of Bacteriology, University of Florida, Gainesville, Fla. 


NDULANT fever remains with us 

as an increasing rather than a de- 
creasing problem. Its incidence and 
epidemiology vary widely by area and 
occupation, but for the country as a 
whole, the commonest source of infection 
is the dairy cow and the commonest 
mode of transmission is the ingestion of 
milk containing viable Brucellae. Thus, 
the identification of milk from infected 
cows is a matter of substantial public 
health importance. The Brucella Ring 
Test provides a new testing procedure. 
It is ingenious though simple. We be- 
lieve its practical value in control pro- 
grams warrants careful evaluation. As 
yet, we have no fixed conclusions as to 
its proper place or relative value. Our 
observations are presented briefly, as a 
progress report. 

Serum agglutination is the standard 
procedure for detecting Brucella re- 
actors. For the collection of blood speci- 
mens, the time of the veterinarian and 
those assisting him is required; for the 
performance of the tests, qualified tech- 
nical workers are needed. There is a 
temporary but significant reduction in 
milk flow following bleeding. This test 
is not inexpensive. Whey agglutination 
is more difficult to perform and findings 
are of less significance. Its one advan- 
tage is that the samples to be examined 


* Presented before the Laboratory Section of the 
American Public Health Association at the Seventy- 
seventh Annual Meeting in New York, N. Y., October 
25, 1949, 


are easy to collect. Now there is at hand 
a simple and more reliable test which 
may be performed on specimens easy to 
obtain. 

The Brucella Ring Test was described 
in 1937 by Fleischhauer. Only since the 
termination of hostilities has it been 
studied widely. In this country, evalua- 
tion trials began in 1948. The test is 
based on the fact that in whole milk the 
agglutinated organisms adhere to the fat 
globules and are carried to the surface 
as the cream rises. A stained antigen is 
employed. In a positive test, the cream 
ring is colored by the agglutinated 
stained organisms. The milk below is 
white, or at most, slightly tinted. In the 
negative test, by contrast, the cream 
ring is uncolored while the milk is 
heavily colored. The test is simple to 
perform. One ml. of milk is placed in 
a test tube and one drop of stained 
antigen is added. This is mixed by a 
brief shaking. The test is incubated at 
37° C. for 30 to 60 min. and read. 

Antigen preparation is the initial and 
most important step in technique. Fol- 
lowing comparative studies, we have used 
Brucella abortus, strain 19, Bureau of 
Animal Industry, for all antigen produc- 
tion. The organisms were grown on 
potato infusion agar for 48 hrs., were 
washed off with 0.5 per cent phenolized 
saline, then washed and collected by 
centrifugation. The bacteria were stained 
in a 1:5 dilution of Delafield’s hema- 
toxylin for 5 min. Best results were 
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obtained on mixing 10 ml. of packed 
bacterial cells in 1,200 ml. of stain. The 
organisms were collected by centrifuga- 
tion and the excess stain removed by 
repeated washing in acidified tap water. 
The final antigen is a suspension of 
stained Brucella abortus, 4 per cent by 
volume, in a 50 per cent glycerin—5SO 
per cent phenolized saline mixture. 

Variation in the sensitivity of differ- 
ent lots of antigen prepared from the 
same organism have been noted. A 
standardized antigen, prepared and dis- 
tributed by an official agency, would aid 
greatly in the evaluation of this test. 

Ordinarily, the ring test is performed 
on undiluted whole milk. Agglutination 
titers may be obtained by diluting the 
sample in series using known negative 
whole milk as the diluent. We feel that 
this quantitative procedure is needed in 
accumulating comparative data. The 
ring test has been recommended chiefly 
for use in testing mixed milk samples. 
Data on individual animals, we believe, 
will be more informative. 

Findings by the blood test, the whey 
test, and the ring test have been studied 
comparatively. Our present impressions 
are these: Cows strongly positive by 
blood test, are almost invariably also 
positive by ring test; conversely, those 
strongly positive by ring test are almost 
always positive by blood test. Any dis- 
crepancy in findings, with occasional ex- 
ceptions, is in those animals which have 
weakly positive or doubtful reactions by 
one or the other test. The blood titer 
on an individual animal is ordinarily 
above the ring test titer, and commonly 
much higher. There is however, no 
regularity in the relationship. The two 
may show closely similar titers; on the 
other hand, the blood titer may be high 
while the ring test is positive only in 
undiluted milk. Since a positive ring 
test on an individual cow is often ob- 
tained only on undiluted milk, the limi- 
tations in value of a test on mixed milk 
samples is evident. 
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We have found the whey agglutination 
to be less sensitive than the ring test. 
Specimens with weak positive reactions 
by ring test were often negative by whey 
agglutination. 

The ring test proved surprisingly re- 
liable in identifying infected herds on 
examining a mixed sample from the 
herd. Presumably this is due in part to 
the fact that in this communicable dis- 
ease, a considerable percentage of the - 
animals in an infected herd are infected. 
In 67 of 68 herds studied, there was 
agreement between blood findings and 
ring tests performed on mixed milk 
samples. In one case, a weakly positive 
ring test was obtained on a herd pre- 
sumed to be free of Bang’s infection. 
Calfhood vaccination had been practised, 
but ordinarily such animals have few 
or no agglutinins in serum or milk. This 
herd was not re-bled to confirm the nega- 
tive findings by serum agglutination. 

Conditions which might effect ring 
test readings have been studied. Results 
on the raw and the subsequently pas- 
teurized milk were essentially identical. 
Shipped specimens with added preserva- 
tive were satisfactory for testing. Tests 
on animals with mastitis were difficult 
to read and in obviously abnormal milk 
gave what appeared to be a false-positive 
reaction. In animals, vaccinated as 
adults, agglutinins were present which 
made it difficult to interpret findings. 

Our studies to date lead us to con- 
clude, that ring tests on milk collected 
from individual cows, or on mixed 
samples from groups of cows, provide 
findings in close agreement with those 
obtained by serum agglutination tests. 
We feel, therefore, that it has practical 
value. 

The precise role of this test in a bru- 
cellosis control program will be defined 
only by extensive experience. Present 
statements can have the weight only of 
individual opinion and suggestions. 

Raw milk is still used—and will con- 
tinue to be consumed by rural families 
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and in villages. Certainly every sample 
of milk from a supply for raw consump- 
tion which comes to a public health 
laboratory should be examined by a ring 
test. We believe there should be a con- 
certed effort to have the milk of all 
“family cows” on our farms and in 
villages tested by ring test if a blood 
test has not been performed. Using 
preservative, specimens can be collected 
in one ounce bottles—such as are used 
for fecal specimens—and mailed to the 
laboratory. The ring test is essentially 
an examination for the probable presence 
of a pathogenic organism in milk. If 
the early promise of this test is con- 
firmed, it will be more nearly practicable 
to protect our public from the use of 
raw milk from Brucella infected cows. 

The second major value of the ring 
test will be in providing easy and fre- 
quent checks of clean herds. This will 
facilitate an early recognition of intro- 
duced infection. Thus, the problem of 
reéstablishing control would be held at a 
minimum. 

In the absence of a general blood test- 
ing program, the ring test will differenti- 
ate presumably clean from presumably 
infected herds. Limited facilities and 
resources for blood testing could be 
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used where of greatest probable value. 

To what extent the ring test may be 
substituted for blood tests on individual 
cows can be determined only by exten- 
sive comparative studies. If the tests 
prove of nearly equal value, the one 
which uses specimens which are easy to 
collect will be utilized more readily and 
probably more frequently. 

The ring test we view as an effective 
screening procedure. The screen will be 
fine if samples come from individual 
cows, it will be very coarse if one sample 
of the mixed milk of a whole herd is 
tested, it will be a moderately effective 
screen if a sample from each can is 
collected. The ring test as a screen test 
will not replace the blood test; but it 
will minimize unproductive blood testing 
and will increase the importance of every 
blood test which is performed. 

We recommend the ring test for trial 
and study, with emphasis on the latter. 
No test procedure available is wholly 
relia: «e. Certainly we must have secure 
knowledge as to the comparative value 
of the ring test and blood tests in in- 
dicating udder infection and the shed- 
ding of Brucella in milk. We are con- 
fident the ring test has merit; it may 
have high practical value. 


Royal Sanitary Institute 


The 1950 Annual Congress of the 
Royal Sanitary Institute will be held at 
Eastbourne, April 24-28. 

Fellows and members of the American 
Public Health Association who expect 


to be in England during the time of 
this meeting are asked to communicate 
with the Executive Secretary, American 
Public Health Association, wel! in ad- 
vance of that time. 
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MULTIPHASIC SCREENING 


N a recent article on the concept of multiphasic screening, Chapman ' has pointed 
out that in the past “ There have been separate mass surveys for tuberculosis, 
for syphilis, and for nutritional deficiencies. It is perfectly logical now for public 
health administrators to ask the question, ‘ Why not combine as many of these tests 
as practical into a battery of tests, reduce the overall cost of administering them, 
and thereby encourage universal usage?’ ” 

The plan of multiphasic screening was first tried out on a comprehensive scale 
in San Jose, Calif.* The County Medical Society, City Health Department, and 
State Department of Public Health carried out a survey covering 945 employees 
in four establishments. The screening procedures included a miniature x-ray film 
of the chest, test of the urine for albumin and glycosuria, and the securing of a 
blood specimen, half used for the serologic test for syphilis and half for the deter- 
mination of blood sugar level. In addition, a brief history form was used, con- 
taining questions relating to heart disease, tuberculosis, diabetes, and syphilis. 

In the present issue of this Journal, Dr. Breslow discusses this procedure and 
indicates clearly its limitations and its possibilities. The results reported by 
Chapman ' may be subject to misinterpretation, on casual reading. They include 
a very wide variety of relatively minor defects (200 cases of obesity, 266 of vision 
defects, and 250 of partial hearing defects out of a total of 976 defects recorded) ; 
and they also include some defects already known to exist. The results of such 
a program should properly be recorded in terms of clinically significant cases of 
disease which were previously unrecognized. On this basis, Dr. Breslow’s results 
suggest that 20-25 really significant previously unknown defects may be found 
in 1,000 persons tested. 

The examinations which might profitably be included in a multiphasic screening 
should be determined by the fact that a technician can administer the test with only 
general supervision and interpretation of the test results by a physician. Among 
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these tests should be mentioned: A miniature chest x-ray film, which is interpreted 
specifically for the possibility of cardiac disease and non-tuberculous chest disease 
—especially cancer—as well as tuberculosis; serologic test for syphilis; blood-sugar 
test by the new micromethod; hemoglobin determination; tests of the urine for 
sugar and albumin; blood pressure determination; height and weight determination; 
and tests of vision and hearing. 

Multiphasic screening examinations should not be advocated as a substitute for 
good periodic health examinations. A careful history and physical examination, 
including laboratory studies, still represents the best approach to the early detection 
of disease. Ideally, multiphasic screening should be one part of routine health 
examinations—a profile from which the physician begins his evaluation of the total 
person. 

Unfortunately the number of physicians is inadequate for such a program and 
current medical education still inadequately emphasizes health maintenance. Many 
—perhaps most—students of the problem doubt whether annual routine medical 
examinations of adult well persons will ever be justified as a fruitful and economic 
use of the time of the physician. Certainly, today, multiphasic screening and fol- 
low-up of persons with suspicious findings present the most practical approach to 
the problem of early detection of disease. 

The program is most attractive to the health officer on account of its obvious 
economy and efficiency. At San Jose, the actual screening tests, including comple- 
tion of the history form, required only 15 minutes for each person tested. The 
campaign of health education which must precede testing takes no more time for 
half-a-dozen tests than for one. There are similar economies in filing records and 
making statistical analyses. 

Two other special advantages are associated with multiphasic screening. The 
health departmen: which undertakes such a program is at once brought face to face 
with the problem of chronic disease and of acute illnesses of constitutional origin— 
problems which—in many jurisdictions—have received lip service alone. 

Finally, it seems possible that an approach of this kind could be made on a 
sounder basis of positive health promotion than a campaign for the detection of a 
particular disease. Thoughtful observers have been seriously disturbed by the 
appeal to horror-psychology too evident in the propaganda of certain specialized 
health agencies. Here is a program in which we should all be able to combine in 

‘an effort to detect incipient handicaps of many kinds so as to promote the fulness 
of health. 


1. Chapman, A. L. Pub. Health Rep. 64, 1311 (Oct. 21), 1949. 
2. Canelo, C. Kelly, Bissell, Dwight M., Abrams, Herbert, and Breslow, Lester 4 Multiphasic Screening Survey 
in San Jose. California Med. 71:409-413 (Dec.), 1949. 


THE BALTIMORE ATTACK ON SLUMS 


NDER the indefatigable leadership of Dr. Huntington Williams, “ Baltimore 

Plans” for attaining various important health objectives sprout almost over- 
night. One of these plans which has justly earned widespread national recognition 
is the program adopted for the improvement of housing conditions in the slum 
districts of the city, initiated ten years ago. With the whole-hearted support of 
the Evening Sun, a widespread educational campaign was initiated. In 1941, a 
city Ordinance on the Hygiene of Housing was passed, giving the Health Depart- 
ment the power to adopt rules and regulations, binding on both owners and tenants, 
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to make the enforcement of the Ordinance effective. In 1943, a Division of Housing 
was organized in the Sanitary Section of the Health Department. During the war, 
only emergent crises could be met; but in 1945 a City Housing Law Enforcement 
Committee was created and, under its auspices, the improvement of a series of 
specific blocks was undertaken. In 1947, a central Housing Court was set up to 
hear all cases involving violations in the field of housing and sanitation. In the 
fall of 1949, the Mayor created in the City Government a new Office of Housing 
and Law Enforcement directly responsible to the Health Commissioner and to the 
Mayor himself. Its purpose will be to secure maximum codperation between de- 
partments, and with an advisory committee of city officials and private citizens to 
plan for expansion and improvement of the Baltimore plan. 

In creating this new machinery, the Mayor said: “The time has come when 
we must broaden the program and push it forward. We have here the first approach 
of its kind in the country, and perhaps in the world. But it has sometimes been 
oversimplified, and many false claims have been made for it. These controversies 
about what the Baltimore plan is and is not have tended to obscure its real worth.” 

He pointed out that the program of housing law enforcement was not the single 
answer to the city’s housing problems, and that the Redevelopment Commission, 
city planners, and the Housing Authority must take an important part in any 
program. 

As public health workers, we are all proud of Dr. Huntington Williams’s dis- 
tinguished leadership; but the caution expressed by the Mayor must be taken to 
heart. Real estate interests throughout the country have taken up the “ Baltimore 
Plan” as a God-given answer to the whole housing problem and as a substitute for 
more fundamentally constructive measures. It is, in reality, only a beginning, 
though a highly constructive beginning. A recent visitor to one of the “ improved 
areas” reports that what had actually been done was to eliminate outside toilets, 
remove wooden fences, put down a concrete slab ten feet wide from the house to 
the end of the yard, patch up cracks in the brick walls and add leaders from the 
gutters. In one typical house, an indoor toilet had been installed in a cubby hole 
cut off from the corner of a bedroom, now so small that it was difficult to pass be- 
tween the double bed and the walls, the stairs to the bedrooms were so narrow and 
twisted that “a squirrel would hesitate” before them. The house kas still no bath, 
no fire escape from the top bedrooms, substandard dimensions in all rooms; and 
the rent has been raised from $4 to $5 a week. 

It is a distinct step forward to eliminate some of the worst features of bad slum 
areas, pending more radical solutions. It should be remembered, however, that 
the basic problem is created by the presence of a substantial proportion of our 
population with incomes insufficient to pay for decent housing. No private land- 
lord can—or should—be forced to provide quarters for which his tenants cannot 
pay. Therefore the only real answer lies in public projects—in which the gap 
between the cost of minimum decent housing and the rent the tenant can pay is 
bridged by governmental subsidy. This is what the 1937 Federal Housing Act 
provided and what the new Federal Housing Act of 1949 will provide in the future. 
It is the only possible ultimate solution; and it is necessarily a slow and gradual 
one. Meanwhile the health department can do much—and in Baltimore, has done 
much—to mitigate the grosser evils of a bad situation. 


1. Baltimore Health News 25, 81 (Dec.), 1948. 
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WHY ONE-THIRD OF A NATION? 


RECENT article in Harper's Magazine‘ by C. Hartley Grattan discusses the 

career and the philosophy of a very interesting public figure—Senator Ralph 
Flanders of Vermont. In one place he quotes the following statement by Senator 
Flanders, ““When we were discussing the housing bill in the xy session and the 
second session of the Eightieth Congress, as perhaps } you know, I supported public 
housing, but all of the time the thing which fundamentally worried me was: Why 
are there so many people with such low incomes that they cannot afford to pay 
economic rent? It seemed to me that we ought to know more about who they are, 
and how many there are, and what kind of industries they are working in, and 
where they are, and what is the cause for these unsocially low incomes of people 
who cannot pay their way.’ 

We all realize the fact that a substantial proportion of our population (whether 
it be one-third of the nation or more or less) does not earn enough to provide the 
basic necessities of healthful living, as pointed out in a preceding editorial with 
regard to housing. Too rarely, however, have we asked ourselves the question put 
by Senator Flanders in the passage quoted above. 

Is not this, however, a very vital question for all of us who are interested in 
public health and national well-being? No one today knows the answer. 

It may well be claimed that this is one of the most challenging problems for 
social scientists—a problem whose solution should not be too long delayed. If 
some far-seeing foundation would provide the funds, it would be of enormous 
interest to compare—in a given area—one thousand families with incomes under 
$1,500 and one thousand families with incomes over $3,000. How do they differ? 
How far is the position of the first group determined by physical handicaps, by 
mental incapacities, or by emotional instability? To what degree, on the other 
hand, is it associated with defects in education or environmental opportunity? We 
ought to know the answer to this question. In so far as families have different 
incomes as a result of physical, emotional, mental handicaps, we have a satisfactory 
reason for remedial measures. In so far as low income may be caused by environ- 
ment, we may well find more basic and fundamental remedial measures than those 
we visualize at the present day. 


1. Jan., 1950. 


| 


Mar., 1950 


Clearing House on Public Health Salary 
Information and Personnel Needs 


Franklin B. Caffee, who is a mem- 
ber of the A.P.H.A. Subcommittee on 
Salary Study of the Committee on Pro- 
fessional Education, has contributed the 
article “Research Tools for Salary 
Administration” for this issue of the 
Clearing House. This contribution is in 


line with recent discussions of the Sub- 
committee in which it was agreed that 
the members would share with the staff 
in the responsibility of exploring for the 
Clearing House diversified avenues of 
approach for the analysis and solution 
of salary and related problems. 


Research Tools for Salary Administration 


F a public health worker's job does 

not pay him twice as much as that 
same job paid him in 1939, he has 
suffered a decline in living standards. 
But final power to raise pay for public 
health positions is usually in the hands 
of some agency or individual outside the 
health department, such as a civil serv- 
ice commission, governor’s executive 
board, budget director, mayor, or legis- 
lature. This article will attempt to 
present one method of appealing to such 
powers, and will list some of the major 
sources of relevant statistical data. 

While the salary “ recommendations ” 
of professional groups may by them- 
selves provide some guidance to public 
health administrators, it is probable that 
such persons are already convinced that 
salaries should be raised. If the raises 
are not forthcoming it is generally due 
to the fact that decision-making is in 
the hands of a person or an agency ex- 
ternal to the health agency. The use of 
objective statistical data from official 
governmental sources is one of the best 
ways to convince those who make deci- 
sions of the need for the salary increases 
requested. The outsider with power is 
thus not antagonized by the implication 
that an agency or a particular profes- 
sional group is attempting to set its 
own salaries. Since some of these same 


national organizations recommend mini- 
mum qualifications for admission to 
their professions, and since there is often 
a shortage of qualified applicants for 
jobs, they are likely to be accused of 
attempting to affect the demand by 
limiting the supply. Available data in- 
dicate that inflation, not essentia! pro- 
fessional qualification standards, is the 
cause of many of the recruitment prob- 
lems in public health. 

The use of- official statistics will also 
prevent an administrator from confusing 
discussion about across-the-board salary 
increases for all agency personnel with 
other requests for raises needed by 
special groups of workers. The latter 
appeals may be handled separately 
through job analysis, reallocation, and 
reclassification. These special cases may 
then get two raises—one by a cost-of- 
living adjustment and another as a 
result of reclassification to a higher level 
position. 

In the July, 1949, issue of Public 
Health Nursing the economic justifica- 
tion for the salary recommendations of 
the National Organization for Public 
Health Nursing was presented. The 
same points apply equally to other pub- 
lic health occupational groups. The 
argument was based squarely on official 
federal and state government statistics 
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covering the past decade. It made three 

points: 

1. The cost of living has risen more than 67 
per cent since 1939. 

. Taxes have risen about 20 per cent during 
the same period. 

3. People’s living standards in the United 
States tend to rise about 2 per cent per 
year due to increased productive efficiency, 
reflected, at least partially, in either wage 
increases or price cuts.1, 2 * 


It was also shown that other groups 
have obtained much higher increases in 
income than have employees of official 
and voluntary health agencies. 

The productivity argument requires 
amplification. Although productivity 
increase is at present often measured in 
terms of increasing output per man-hour 
and decreasing unit labor cost, it really 
is simply the result of greater techno- 
logical efficiency, and no one group may 
be said to cause it. It does not imply 
that anybody is working narder or that 
any group is entitled to claim the in- 
crease. But public health workers must 
get their proportionate share of the in- 
crease or they will continue to fall 
behind in purchasing power relative to 
other groups. Therefore, public health 
workers should not take a static view 
toward public health salaries. Unless 
prices decline, salaries should be raised 
by an amount to allow the maintenance 
of relative living standards. This prin- 
ciple has been specifically incorporated 
into the salary administration policy of 
the General Motors Corporation for its 
68,000 non-union clerical and salaried 
personnel.* 


1. Dewhurst, J. Frederic. America’s Needs and Re- 
sources. Twentieth Century Fund, 1947. pp. 22-23. 
2. Slichter, Sumner H. The American Economy. New 

York: Knopf, 1948. p. 20. 

*In the short run, prices are also affected by war- 
born shortages, consumer psychology, the supply of 
money and credit, etc. But economic statistics and 
the personal experience of all of us agree—living 
standards rise continuously in America, and always 
have. 

3. Wage Movements. Changes in 1948. War and Post- 
war Trends, Series 3, No. 1. 37 pp. U. S. Depart- 
ment of Labor, Bureau of Labor Statistics, Wash- 
ington 25, D. C. pp. 4-5. 
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In order to construct his case for 
salary increases, the public health ad- 
ministrator must first find out the salary 
rates paid in 1939 for the same job. 
These data are available from civil serv- 
ice commission files of examination an- 
nouncements, class specifications, and 
compensation plans. These rates can 
then be adjusted upward as follows: 

1. Raised by amount of the rise in the Con- 
sumers Price Index (about 67 per cent). 

. Adjusted by at least part of the amount of 
the increase in productivity, which is an 
increment of about 2 per cent per year. 
(Total for 10 yearly increments of 2 per 
cent, compounded, would be over 20 per 
cent of the 1939 figure.) 

. Adjusted for the rise in taxes (about 10 
per cent of the 1950 salary).7 


w 


Applying the above method to a pro- 
fessional person paid $3,000 per year in 
1939, we find that he would have to 
receive increases as follows: 


1939 Salary $3,000 
a. Cost of living, plus 67 per cent 2,010 
b. Productivity, 20 per cent 600 

Total $5,610 


. The income tax on a gross salary sufficiently 

above $5,610 to leave cash take-home pay 
of $5,610 for a family consisting of a hus- 
band and wife and two minor children comes 
to about $520. Therefore the worker paid 
$3,000 in 1939 must get $5,610 plus $520, 
which brings the gross salary to well over 
$6,000 in 1950 in order to keep his relative 
purchasing power in our economy. 


Assuming that the $3,000 pre-war 
salary was a minimum rate, the minimum 
rate for the same position must be 
doubled to maintain the worker’s rela- 
tive position. But if a qualified com- 
petent worker has done his work well 
for these 10 years he will now be at or 
near the maximum salary for that class 
of position. This maximum will usually 
be 15-30 per cent above the minimum. 
The 1939 position should have doubled 


+ There was no income tax on a married man with 
2 children earning $3,000 per year salary in 1939 
Iuternal Revenue Code, Regulation 103, Section 19.25, 
p. 145. 1939. 
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minimum, intervening, and maximum 
rates. The 1939 worker should now be 
at the doubled maximum for his posi- 
tion. So a $3,000—3,750 position of 1939 
should pay at least $6,000-7,500 now, 
and a 1939 $3,000 worker in the same 
job should be getting $7,500 now. 

Most professional public health work- 
ers have had opportunities for promotion 
in these 10 years. In a pre-war pay 
plan a range of $3,600-4,500, and an- 
other of $4,200—5,100 might follow the 
grade under discussion. These ranges 
would double to $7,200-9,000 and 
$8,400-10,200. How many competent, 
devoted public health workers are doing 
a great deal more difficult and responsi- 
ble work than in 1939 and yet are work- 
ing at a salary which will buy at today’s 
prices less than the goods they could buy 
10 years ago with the salary paid for 
performing a less responsible job? 

A cardinal principle of Merit System 
administration is equal pay for equal 
work at a given time. This principle 
needs to be extended to cover time-to- 
time changes in prices. A worker should 
get in purchasing power in 1950 a sal- 
ary at least equal to the purchasing 
power provided by the job before World 
War II, plus productivity adjustment. 

Established professional groups must 
strive to hold their own economically. 
But new professional groups arise from 
time to time. In their formative period, 
they tend to achieve professional recog- 
nition much earlier than they achieve 
monetary recognition. Such a group in 
a period of inflation must not congratu- 
late itself on getting cost of living ad- 
justments. These merely keep it from 
falling farther behind other professional 
groups. It must make gains relative to 
other health professions. For this pur- 
pose, discussion of economic statistics 
should be kept separate from reclassifi- 
cation appeals. The health agency per- 
sonnel officer must use all the technical 
tools available to persuade the position 
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classification agency to upgrade a series 
of such professional positions. For ex- 
ample, once position classification units 
of public health agencies and civil serv- 
ice and budget agencies actually accept 
health educators as full partners in the 
family of public health professional 
groups, health education positions will 
be reallocated to substantially higher 
pay grades. These grades in turn will 
already have been given cost-of-living 
raises. 


SOURCES OF DATA 

The federal government's non-agri- 
cultural wage, price, cost of living, 
family budget, productivity, and occu- 
pational outlook statistics are available 
from the regional and Washington 
offices of the U. S. Department of Labor, 
Bureau of Labor Statistics. 

The Regional Offices listed below can 
supply copies of many local, state, and 
regional studies not available from 
Washington. 


The Washington address is: 
U. S. Department of Labor 
Bureau of Labor Statistics 
Washington 25, D. C. 
The Regional Offices should be addressed as 
follows: 
U. S. Department of Labor 
Bureau of Labor Statistics 
18 Oliver St. 
Boston 10, Mass. 
Telephone: Liberty 2-2115 
Room 1000 
341 Ninth Avenue 
New York 1, N. Y. 
Telephone: Lackawanna 4- 
9400 
1020 Grant Bldg. 
Forsyth & Walton Sts., 
Atlanta 3, Ga. 
Telephone: Walnut 4121 


Region I 


Region II 


Region III 


Region IV Room 312 
226 W. Jackson Blvd. 
Chicago 6, Iil. 
Telephone: Andover 3600 
Region V 550 Federal Office Bldg. 


Fulton & Leavenworth Sts. 
San Francisco 2, Calif. 
Telephone: Klondike 2-2350 
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The services of the Bureau’s regional 
directors and their technical staffs are 
available to labor organizations, man- 
agement, and the general public for 
consultation on matters with which the 
Bureau deals, such as statistics relating 
to employment, prices, wages, labor 
turnover, productivity, work injuries, 
constructions, and housing. 

The U. S. Department of Commerce 
compiles economic and population statis- 
tics of many types. In addition to its 
Washington headquarters, the Depart- 
ment maintains field offices in 42 major 
cities throughout the country. 

The following list gives sources of 
economic and social data useful to the 
health agency in preparing a salary 
brief. 


I. Summary Sources 
A.U. S. Department of Labor, Bureau of 
Labor Statistics, Washington 25, D. C. 
1. Monthly Labor Review 
(a) Tables C-2 and C-3: Gross and net 
spendable average weekly earnings 
of production workers in manu- 
facturing industries in current and 
1939 dollars. 
(b) Tables D-1 to D-6: Consumers’ 
Price Index for Moderate Income 
Families in Large Cities. 
2.Chart Series, 1946 (57 sets of tables 
and charts covering wages, prices, em- 
ployment, and productivity). 
.Handbook of Labor Statistics, 1947, 
221 pp. Wages—Table C-1, p. 55; 
Prices—Table D-1, p. 107; City Work- 
ers Family Budget—Table D-S5, p. 124; 
Productivity and Unit Labor Cost— 
Table F-1, p. 155. 
B. United States Department of Commerce, 

Washington 25, D. C. 

1. Bureau of Foreign and Domestic Com- 
merce—Survey of Current Business 
(monthly). Business Statistics pp. S—1 
to S-40. 

2. Bureau of the Census 
(a) Statistical Abstract of the United 
States, 1948 
(1) Section 8: Labor Force, Em- 
ployment, Payrolls, pp. 167-225. 
(2) Section 12: Prices, pp. 292-310. 
(b) Public Employment (quarterly) 
4 pp. 
(c) State Employment (annually ) 


12 pp. 


~ 


E. 


F. 


(d) City Employment (annually ) 
38 pp. 

Information Please Almanac, 1949. 
The American Economy, pp. 305-378; 
Productivity and Unit Labor Cost, pp 
329-330; Earnings, pp. 333-334; “ Real” 
Spendable Income, pp. 335-336; Cost of 
Living, pp. 337-338 
National Industrial Conference Board, 
247 Park Avenue, New York 17, N. Y. 
1.The Economic Almanac, 1949. 500 pp 
Selected Labor Statistic Series Relevant 
to Labor Relations. Special Labor News 
Memorandum 20, Apr. 29, 1949. Stat 
of New York, Department of Labor 
Division of Research and _ Statistics 
Albany, N. Y. 22 pp. 
Economic Indicators (monthly). Pre- 
pared for the Joint Congressional Com- 
mittee on the Economic Report by the 
Council of Economic Advisers, U. S 
Government Printing Office, Washington 
25, D. C. 32 pp. 


Il. Wages and Salaries 
A. 


U. S. Department of Labor, Bureau of 
Labor Statistics, Washington 25, D. C 
. Hours and Earnings: Industry Repori 
(monthly). 25 pp. 
. Economic Status of Registered Pro 
fessional Nurses, 1946-1947 Bull 
931, Dec., 1947, 69 pp. 
. Employment Outlook for Elementary 
and Secondary School Teachers. Bull 
972, Jan., 1950. 89 pp. 
.Wage Movements, Changes in 1948 
War and Postwar Trends. Series 3, 
No. 1. 37 pp. (Cost of Living and 
Productivity Adjustments by the Gen 
eral Motors Corporation, pp. 4—5). 
Salaries of Social Workers in Michigan, 
1948. Serial No. R 1957. 4 pp. 
Salaries and Working Conditions of 
Library Employees, 1949. LS 50-1085 
7 pp. 
7. Postwar Outlook for Physician, Bull. 
863, 1946. 23 pp. Incomes in th 
Medical Profession, pp. 19-21. 


w 


+ 


8. Salaries of Federal Employees and 
Rising Prices. LS 48-1948. 27 pp. 
9. Employment Outlook for Engineers, 


1949. LS 49-4570. 11 pp. Earnings 

of Engineers, pp. 7-8. 
10. Factors Affecting Earnings in Chemis 
try and Chemical Engineering. Bull 
881, 1946. 22 pp. Earnings—pp.10-15. 
.Office Workers: Salaries, Hours of 
Work, Supplementary Benefits. An- 
nual Studies available for major cities, 
from Regional Offices. About 30 pp. 
12. The Occupational Outlook Handbook, 

1949. 454 pp. 
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minimum, intervening, and maximum 
rates. The 1939 worker should now be 


at the doubled maximum for his posi- 
tion. So a $3,000—3,750 position of 1939 
should pay at least $6,000-7,500 now, 
and a 1939 $3,000 worker in the same 
job should be getting $7,500 now. 
Most professional public health work- 
ers have had opportunities for promotion 
in these 10 years. In a pre-war pay 
plan a range of $3.600-4,500, and an- 
other of $4,200—-5,100 might follow the 


grade under discussion. These ranges 
would double to $7,200-9,000 and 
$8,400-10,200. How many competent, 


devoted public health workers are doing 
a great deal more difficult and responsi- 
ble work than in !939 and yet are work- 
ing at a salary which will buy at today’s 
prices less than the goods they could buy 
10 years ago with “the salary paid for 
performing a less responsible job? 

A cardinal principle of Merit System 
administration is equal pay for equal 
work at a given time. This principle 
needs to be extended to cover time-to- 
time changes in prices. A worker should 
get in purchasing power i: 1950 a sal- 
ary at least equal to the purchasing 
power provided by the job before World 
War II, plus productivity adjustment. 

Established professional groups must 
strive to hold their own economically. 
But new professional groups arise from 
time to time. In their formative period, 
they tend to achieve professional recog- 
nition much earlier than they achieve 
monetary recognition. Such a group in 
a period of inflation must not congratu- 
late itself on getting cost of living ad- 
justments. These merely keep it “from 
falling farther behind other professional 
groups. It must make gains relative to 
other health professions. For this pur- 
pose, discussion of economic statistics 
should be kept separate from reclassifi- 
cation appeals. The health agency per- 
sonnel officer must use all the technical 
tools available to persuade the position 
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classification agency to upgrade a series 
of such professional positions. For ex- 
ample, once position classification units 
of public health agencies and civil serv- 
ice and budget agencies actually accept 
health educators as full partners in the 
family of public health professional 
groups, health education positions will 


be reallocated to substantially higher 
pay grades. These grades in turn will 
already have been given cost-of-living 
raises. 
SOURCES OF DATA 
The federal government's non-agri- 
cultural wage, price, cost of living, 


family budget, productivity, and occu- 
pational outlook statistics are available 
from the regional and Washington 
offices of the U. S. Department of Labor, 
Bureau of Labor Statistics. 

The Regional Offices listed below can 
supply copies of many local, state, and 
regional studies not available from 
Washington. 


The Washington address is: 
U. S. Department of Labor 
Bureau of Labor Statistics 
Washington 25, D. C. 
The Regional Offices should be addressed as 
follows: 
U. S. Department of Labor 
Bureau of Labor Statistics 
18 Oliver St. 
Boston 10, Mass. 
Telephone: Liberty 2-2115 
Room 1000 
341 Ninth Avenue 
New York 1, N. Y. 
Telephone: Lackawanna 4 
9400 
1020 Grant Bldg. 
Forsyth & Walton Sts., 
Atlanta 3, Ga. 
Telephone: Walnut 4121 
Room 312 
226 W. Jackson Blvd. 
Chicago 6, Ill. 
Telephone: Andover 3600 
550 Federal Office Bldg. 
Fulton & Leavenworth Sts. 
San Francisco 2, Calif. 
Telephone: Klondike 2-2350 


Region 


Region II 


Region III 


Region IV 


Region V 
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The services of the Bureau’s regional 
directors and their technical staffs are 
available to labor organizations, man- 
agement, and the general public for 
consultation on matters with which the 
Bureau deals, such as statistics relating 
to employment, prices, wages, labor 
turnover, productivity, work injuries, 
constructions, and housing. 

The U. S. Department of Commerce 
compiles economic and population statis- 
tics of many types. In addition to its 
Washington headquarters, the Depart- 
ment maintains field offices in 42 major 
cities throughout the country. 

The following list gives sources of 
economic and social data useful to the 
health agency in preparing a salary 
brief. 


I. Summary Sources 
A.U. S. Department of Labor, Bureau of 

Labor Statistics, Washington 25, D. C. 

1. Monthly Labor Review 
(a) Tables C-2 and C-3: Gross and net 

spendable average weekly earnings 
of production workers in manu- 
facturing industries in current and 
1939 dollars. 

(b) Tables D-1 to D-6: Consumers’ 
Price Index for Moderate Income 
Families in Large Cities. 

2.Chart Series, 1946 (57 sets of tables 
and charts covering wages, prices, em- 
ployment, and productivity). 

3. Handbook of Labor Statistics, 1947, 
221 pp. Wages—Table C-1, p. 55; 
Prices—Table D-1, p. 107; City Work- 
ers Family Budget—Table D-5, p. 124; 
Productivity and Unit Labor Cost— 
Table F-1, p. 155. 

B. United States Department of Commerce, 

Washington 25, D. C. 

1. Bureau of Foreign and Domestic Com- 


merce—Survey of Current Business 
(monthly). Business Statistics pp. S—1 
to S-40. 


2. Bureau of the Census 
(a) Statistical Abstract of the United 
States, 1948 
(1) Section 8: Labor Force, Em- 
ployment, Payrolls, pp. 167-225. 
(2) Section 12: Prices, pp. 292-310. 
(b) Public Employment (quarterly) 
4 pp. 
(c) State 


12 pp. 


Employment (annually ) 
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(d) City 
38 pp. 

C. Information Please Almanac, 1949. 

The American Economy, pp. 305-378; 

Productivity and Unit Labor Cost, pp 

329-330; Earnings, pp. 333-334; “ Real” 

Spendable Income, pp. 335-336; Cost of 

Living, pp. 337-338 

D. National Industrial Conference Board, 
247 Park Avenue, New York 17, N. Y. 

1. The Economic Almanac, 1949. 500 pp 

E. Selected Labor Statistic Series Relevant 
to Labor Relations. Special Labor News 
Memorandum 20, Apr. 29, 1949. State 
of New York, Department of Labor 
Division of Research and _ Statistics 
Albany, N. Y. 22 pp. 

F. Economic Indicators (monthly). Pre- 
pared for the Joint Congressional Com- 
mittee on the Economic Report by the 
Council of Economic Advisers, U. S 
Government Printing Office, Washington 
25, D. C. 32 pp. 

Il. Wages and Salaries 

4.U. S. Department of Labor, Bureau of 
Labor Statistics, Washington 25, D. C 

1. Hours and Earnings: Industry Repori 
(monthly). 25 pp. 

2. Economic Status of Registered Pro 
fessional Nurses, 1946-1947 Bull 
931, Dec., 1947, 69 pp. 

3. Employment Outlook for Elementary 
and Secondary School Teachers. Bull 
972, Jan., 1950. 89 pp. 

4.Wage Movements, Changes in 1948 
War and Postwar Trends. Series 3, 
No. 1. 37 pp. (Cost of Living and 
Productivity Adjustments by the Gen 
eral Motors Corporation, pp. 4-5). 

5. Salaries of Social Workers in Michigan, 
1948. Serial No. R 1957. 4 pp. 

6. Salaries and Working Conditions of 
Library Employees, 1949. LS 50-1085 
7 pp 

7. Postwar Outlook for Physician, Bull. 
863, 1946. 23 pp. Incomes in th 
Medical Profession, pp. 19-21. 

8. Salaries of Federal Employees and 
Rising Prices. LS 48-1948. 27 pp. 

9. Employment Outlook for Engineers, 
1949. LS 49-4570. 11 pp. Earnings 
of Engineers, pp. 7-8. 

10. Factors Affecting Earnings in Chemis 
try and Chemical Engineering. Bull 
881, 1946. 22 pp. Earnings—pp.10-15. 

11. Office Workers: Salaries, Hours of 
Work, Supplementary Benefits. An- 
nual Studies available for major cities, 
from Regional Offices. About 30 pp. 

12. The Occupational Outlook Handbook, 
1949. 454 pp 
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B. National Industrial Conference Board, 247 H.Women in the Economy of the United 


~ 


Park Avenue, New York 17, N. Y. 

1, Personnel Management Record 
(monthly). 

2.Clerical Salary Survey of Rates Paid 
(semi-annual). 

>. Private Surveys. Taking the clerical 

occupation field in New York State, for 

example, the following are some of the 

surveys being made: 

1. Binghamton Chamber of Commerce 
(semi-annual). 

Brooklyn Chamber of Commerce 
(quarterly). 

. Industrial Association of Mohawk Val- 
ley (semi-annual). 

. Office Executives Association of New 

York (annual). 

Retail Labor Standards Association. 

Association of Stock Exchange Firms. 

Johns-Manville Corporation. 

New York Telephone Company. 

9. Vick Chemical Company. 

.The Municipal Year Book, 1948. The 
International City Managers Association, 
1313 E. 60th Street, Chicago, Ill. 558 pp. 

Part Two, Municipal Personnel, pp. 

97-130. 

2. Federal Security Agency. Public Health 

Service, Washington 25, D. C. (In co- 

operation with the American Public 

Health Association and the Association of 

State and Territorial Health Officers.) 

. Salaries of State Public Health Workers, 
Nov., 1947. 60 pp. 

. Ibid—Aug., 1948. 60 pp. 

. [bid—Aug., 1949. 52 pp. 

. Salaries of Local Public Heath Work- 

ers, May 1948. 40 pp. 

Ibid—Apr., 1949. 42 pp. 

Supplement No. 1 to Salaries of Local 

Public Health Workers, Apr., 1949. 

“Salaries of Nurses, Employed for 

Public Health Work in Local Boards 

of Education and in Nonofficial Agen- 

cies.” Public Health Service, FSA, 

Aug., 1949. 13 pp. 
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F.Salary Studies of Public Health Nurses. 


Public Health Nursing, NOPHN, 1790 
Broadway, New York 19, N. Y. 31, 
11 (Nov.), 1939, pp. 624-632; 32, 6 
(June), 1940, pp. 391-394; 39, 10 (Oct.), 
1947, pp. 525-528. 

.U. S. News and World Report, Washing- 

ton 7, D. C. 

1. Aug. 13, 1948 pp. 19-21. (1948 salaries 
required to maintain 1939 living 
standards.) 

2. July 29, 1949: “Rea: Income of Mili- 
tary Men,” p. 26. 


States of America. U. S. Department of 
Labor. Women’s Bureau. Bull. 155. 
Washington, D.C. 1937. 85 pp. 


III. Prices and Cost of Living 
A. Bureau of Labor Statistics 


1. Consumers Price Index (monthly). 11 


Pp. 
. National Industriai Conference Board. 


1.Consumers Price Index (monthly). 
Published in Management Record. 

New Jersey Department of Agriculture, 

Trenton, N. J. 

l.Index of Consumers Prices  (bi- 
monthly). 


. Massachusetts Department of Labor and 


Industries, Boston, Mass. 
1. Retail Price Index (monthly). 


. Michigan Department of Labor, Lansing, 


Mich. 
1. Consumers Price Index (quarterly). 


- Pennsylvania Department of Labor and 


Industry, Harrisburg, Pa. 
1.Index of Cost of Goods Purchased 
(quarterly). 


. “The B. L. S. Consumers Price Index and 


its Application to Wage Problems,” Bull. 
Univ. of Wisconsin 2:1 (July), 1948. 


IV. Single Person and Family Budgets. 
A. Bureau of Labor Statistics. 


1. Workers’ Budgets in the United States: 
City Families and Single Persons, 1946- 
1947. Bull. 927, Mar., 1948. 55 pp. 


B. Heller Committee for Research in Social 


Economics, University of California. Uni- 

versity of California Press, Berkeley 4, 

Calif. 

1. Quantity and Cost Budgets for Three 
Income Levels, Sept., 1949. $1.75. 

2. Quantity and Cost Budget for a Single 
Working Woman, Sept., 1949. $.50. 

3.Quantity and Cost Budget for De- 
pendent Families or Children, Sept., 
1949. $1.00. 

4. Food for Four Income Levels, Sept., 
1949. $1.00. 


. Work1InG WoMEN Buncets are compiled 


in twelve states by the following state 
labor agencies: 

1. Arizona Industrial Commission, Phoe- 
nix, Ariz. 

.Colorado Industrial Commission, Den- 
ver, Colo. 

.Connecticut Department of Labor, 
Hartford, Conn. 

. District of Columbia Minimum Wage 
and Industrial Safety Board, Washing- 
ton, D. C. 

Kentucky Department of Industrial 
Relations, Frankfort, Ky. 
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6. Maine Department of Labor and In- 
dustry, Augusta, Me: 

7. Massachusetts Department of Labor 
and Industries, Boston, Mass. 

8. New Jersey State Department of La- 
bor, Trenton, N. J. 

9. New York State Department of Labor, 
Albany, N. Y. 

10. Pennsylvania Department of Labor and 
Industry, Harrisburg, Pa. 

11. Utah Industrial Commission, Salt Lake 
City, Utah. 

12. Washington State Department of La- 
bor and Industries, Olympia, Wash. 

The Bureau of National Affairs, 24th and 

N Sts., N.W., Washington, D. C., brings these 
twelve minimum budgets up to date by extra- 
polating from current B. L. S. city-price 
figures. 

D. Working Women’s Budgets in Twelve 
States, Selected Postwar Periods. Bull. 
226. U.S. Department of Labor, Wom- 
en’s Bureau, Washington, D. C., 1948. 

E.New York State Department of Labor, 
Division of Industrial Relations, Women 
in Industry and Minimum Wage. 

.Cost of Living for Women Workers, 
New York State, 1947. 51 pp. 

. Studies of Living Costs in Large and 
Small Communities, Feb., 1947. 69 pp. 
. Current Cost-of-Living Budgets. Spe- 
cial Labor News Memorandum 9, Feb., 
9, 1948. 21 pp. 

F.“ The Budget Approach to Wage Adijust- 
ments,” Journal of Political Economy, 
Feb., 1947. pp. 57-64. 

G.“ The Heller Budget in Wage Negotia- 
tions,” Studies in Personnel Policy No. 82, 
National Industrial Conference Board. 
1947. 

V. Productivity 

A. America’s Needs and Resources—J. Fred- 
eric Dewhurst and Associates. The Twen- 
tieth Century Fund, Inc., New York, 
1947. pp. 21-23, 27, 551, 554, 679-687. 

B.The American Economy, Its Problems 
and Prospects—Slichter, Sumner H., 


NR 
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Alfred A. Knopf, New York, 1948. 
pp. 19-24. 

C. New York Times, August 30, Sept. 2, 3, 
4, 1948. 

D. Walker, Charles R—American Produc- 


tivity. Fortune—Jan.—Feb., 1946. 

E.U. S. News and World Report, Jan. 27, 
1950—Not Enough Doctors: Subsidy 
Planned, p. 19 (productivity of physi- 
cians). 

F.U. S. Department of Labor, Bureau of 
Labor Statistics, Washington 25, D. C. 

1. Major Sources of Productivity Infor- 
mation. June, 1949. 48 pp. 
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. Summary of Proceedings of Conference 
on Productivity, Oct. 28-29, 1946. Bull. 


913. 

3.Selected Reference on Productivity, 
Oct., 1946. 

4. Uses of Productivity Data in American 


Manufacturing Establishments, July, 
1949. 17 pp. 

. Productivity Measurement—A Tool for 
Evaluating Production Efficiency, 1947. 
11 pp. 

G. Journal of the 

Association. 
1. Applications and Problems of Produc- 
tivity Data, Dec., 1946. pp. 421-431. 
2. Recent Productivity Trends and Their 
Implications. June, 1947. pp. 211-223. 
H.“ Notes on the Productivity Conference,” 
American Economic Review, Mar., 1947. 
pp. 187-190. 
I. National Industrial Conference Board, 
247 Park Avenue, New York 17, N. Y. 

. Productivity and Progress, May, 1946. 

2. The “ Miracle” of Productivity; Stud- 

ies in Business Economics, No. 9. June, 


American Statistical 


1947. $.50. 

3. Measuring Labor’s Productivity: 
Studies in Business Policy, No. 15. 
Feb., 1946. 


TYPES OF SPECIAL APPEALS 

The busy health administrator will be 
able to construct an adequate case from 
the Price and Wage Data of the Bureau 
of Labor Statistics. The use of many 
of the other materials cited will help to 
reinforce such a case by demonstrating 
that most other available data from pri- 
vate and voluntary agencies, as well as 
other official agencies, are in substantial 
agreement as to the significant economic 
facts and the interpretation of these 
facts. 

The statistical arguments may in 
some instances be supplemented by or 
replaced with pleas based on the vital 
importance of public health work to the 
health and welfare of the entire com- 
munity. Officials are generally more im- 
pressed with a plea for funds to pay 
adequate salaries to attract a competent 
staff in some category, such as mental 
health, maternal and child health, heart 
disease, or cancer, than with the need 
for strengthening general health work. 


‘ 
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The health officer’s case may also be 
strengthened by obtaining the support 
of local groups of voters such as parent- 
teachers associations and chambers of 
commerce. The health officer, in realis- 
tically mobilizing support for the salary 
items in his budget is acting not for a 
private pressure group asking special 
privilege, but for the community as a 
whole. Budget making, and budget cut- 
ting, is a process of allocating scarce 


resources (money) to multiple ends 
(health, education. welfare, fire and 
police protection, cultural activities, 
etc.). 


The final allocation of funds among 
competing functions to a fair degree 
reflects the importance of those services 
in the thinking of the community. Other 
claimants attempt to influence com- 
munity thinking, and public health must 
do the same or lose the budgeting strug- 
gle by default. Public health appeals 
to the broadest base of support in the 
community and adds to that the special 
appeals to separate “publics” such as 
mothers and children, old folks, sufferers 
from heart disease, cancer, infantile 
paralysis, tuberculosis, etc., and their 
families and friends. “ Justice’ and the 
weight of the evidence can be shown to 
be on the side of the public health 
workers, but public health administra- 
tors should also utilize the “ power” of 
public opinion. 


LAMENT FROM NEW HAMPSHIRE 
“It is with deep regret that the Di- 
vision of Dental Services announces the 
resignation of Miss Elsbeth L. O’Brien. 
As trailer hygienist she, and the big red 
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truck that she handled so well, have 
been familiar figures in many of our 
rural communities for the past two 
years. It will be very difficult to find 
anyone who can take her place. 

“Like so many excellent public em- 
ployees, she is leaving New Hampshire 
to accept employment in another state 
where her efforts will be more equitably 
rewarded. She goes to Wyoming at a 
salary almost twice her present one.” 
New Hampshire Health News, State 
Department of Health, Dec., 1949. 


A NEW FIELD TRAINING VENTURE 

New England has an experimental 
sanitary training center at the Univer- 
sity of Massachusetts, Amherst. By an 
agreement reached last fall between the 
University, the Public Health Service and 
the Massachusetts Department of Pub- 
lic Health, the university is serving as a 
New England field training center to 
orient new sanitary personnel and offer 
refresher courses for older sanitary 
workers. Twenty-five western Massa- 
chusetts cities are codperating. They 
continue to pay the salaries of the work- 
ers while at the school, the State De- 
partment of Health pays the university 
fee and the Public Health Service pro- 
vides two training officers. Currently. 
they are Herbert Haas, sanitary engi- 
neer of Rye, N. Y., and Irving Schlaff- 
man of Topeka, Kan. 

The first of two 12 week courses is 
now in session. The second will run 
from April 10 through June 30 and will 
accept applications from all of New 
England. Dates for the 8 week summer 
course will be announced later. 
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PENNSYLVANI4 SURVEY SNOWBALLS 

The Bulletin of the Pennsylvania 
Tuberculosis Society, November-Decem- 
ber, 1949, devotes the first 5 of its 20 
pages to items relating to the public 
health survey of the state made by the 
A.P.H.A.’s Committee on Administrative 
Practice at the request of the Governor 
and the State Health Officer. The survey 
was discussed at the annual meeting of 
the Pennsylvania Public Health Associa- 
tion, as well as at those of Bedford and 
Greene Counties. 

At the annual meeting of the Pennsyl- 
vania Tuberculosis Society a special 
committee on the survey was appointed 
and by resolution the society pledged 
itself and its local affiliates to give “ all 
practical and possible assistance in in- 
forming the people regarding the survey 
recommendations and to support meas- 
ures for carrying them into effect.” This 
special committee met on November 17 
and took action to publicize the report 
and secure support for the recommenda- 
tions through the following means: 


Publication as a pamphlet of the briefly 

summarized report. 

2. Joint meeting of the Committee and Com- 
mission cn Preventive Medicine and Public 
Health of the State Medical Society 

3. Drafting of legislation that may be needed 
to give effect to the survey recommendations 
and preparing list of recommendations that 
can be made effective by action of the Gov- 
ernor, Secretary of Health or the State De- 
partment of Health Advisory Board 

Urging local organizations to have meetings 

after the primaries with members of the 

Legislature and certainly after the general 

election with those who have been elected. 

List of speakers to stimulate the interest of 

County Medical Societies, their auxiliaries 

and other groups. 

Localized or county releases on the report 

that will be aimed at the community and 

the individual newspaper. 


t 


nm 


Also described are the two major rec- 
ommendations of the State Medical 
Society’s House of Delegates: 


1.A system applied to all public health per- 
sonnel which will include the best modern 
practices in recruitment, methods of selec- 
tion, permanence of employment, equality 
and adequacy of pay, impartial treatment, 
and provisions for economic security upon 
retirement. 

2. The establishment of local health units in 
counties, cities, or other municipalities or in 
combinations thereof. 


t 


The Pennsylvania Congress of Parents 
and Teachers, the State Nurses Associa- 
tion, and the State Organization for Pub- 
lic Health Nursing are also reported in 
support of the survey’s recommendations. 


COUNTY MEDICAL SOCIETIES UNITI 

The Journal of the American Medical 
Association announces the union in Okla- 
homa of the Garfield and Kingfisher 
County Medical Societies into one soci- 
ety, the Garfield-Kingfisher Society. The 
combined population of the counties is 
over 60,000, a good base upon which to 


5 
build a good local health department. 


Kingfisher County with less than 20,000 
population has a full-time health officer, 
Garfield has none. Perhaps this union 
suggests two things; that county medical 
societies also need a population of at 
least 50,000 for effective operation, and 
that the union of the two County Medi- 
cal Societies may be the forerunner of 
a consolidated health department 


NEW HAMPSHIRE HAYFEVER STUDIES 
Hayfever Studies in New Hampshire, 
1948 was prepared by the State Depart- 
ment of Health, through its Division of 
Industrial Hygiene. It is the second such 
study, an earlier one having preceded it 
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in 1947. It analyzes the prevalence of 
spring, summer, and fall pollens in 26 
separate stations in the state. It con- 
cludes that ragweed is the most impor- 
tant source of hayfever. It recommends 
that both state and local control projects 
be carried on, that local ordinances make 
property owners responsible for con- 
trolling ragweed on their own properties, 
that educational campaigns be carried 
on, and ragweed free areas be highly 
publicized. 

This study should be useful to other 
states that may be planning a detailed 
study of hayfever incidence. The Direc- 
tor of the Division of Industrial Hygiene 
is Frederick J. Vintinner, at Concord. 


TUBERCULOSIS IN TENNESSEE 

This pamphlet is put out by the Ten- 
nessee Department of Health, the Divi- 
sion of Tuberculosis Control, whose 
Director is R. E. Gass, M.D. It is an 
excellent summary of the tuberculosis 
situation in Tennessee in comparison 
with the other 48 states and a number 
of other countries. It does not gloss over 
the fact that Tennessee had the third 
highest tuberculosis death rate among 
the 48 states in the five years 1942-1946. 
The control program is well outlined. 
What one misses, however, in this ad- 
mirable report is any hint of citizen 
involvement in either the planning or 
the execution of a tuberculosis program. 
One finds no mention of the state or 


local tuberculosis associations, for ex- 
ample. 
WE’RE GOOD BUT WE CAN BE BETTER 


Milwaukee City and County have been 
studying their health and welfare serv- 
ices. T he spirit of the city and the survey 
are well expressed by a sentence in the 
foreword, “The organizations which 
sponsored the Survey knew things were 
good but they wanted to know how 
good and in what direction progress 
might be obtained.” 

In this handsome spirit they produce 
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a handsome report and do not hesitate 
to recommend improvements. In the 
health chapter, for example, a central- 
ized well equipped vital statistics agency 
for the entire county is recommended. 
A city-county health department with 
four or five health center districts is 
the preferred recommendation. The alter- 
native recommendations in descending 
order of preference are for a county- 
wide unit excluding Milwaukee and two 
other cities; combinations of areas 
within the county to form jurisdictions 
of at least 50,000 population to replace 
17 current jurisdictions with part-time 
health officers. 

The report was published in July, 
1949. Since then there have been definite 
developments in the direction of creat- 
ing public opinion for county-wide 
health services under one administrative 
leadership. Milwaukee County Survey, 
610 N. Jackson St., Milwaukee 2. 


NATIONAL LABORATORY MAGAZINE 

In December, 1949, appeared Vol. 1 
No. 1, the “ prevue issue” of Lab World, 
the news magazine of the clinical-scien- 
tific laboratory field. Its stated purpose 
is “to enable subscribers both to know 
what is going on in their individual fields 
and to gain a comprehensive view of the 
national and international laboratory 
scene.” The initial issue is well printed 
on a good grade of paper with good 
photography and an extensive summary 
of current periodical literature. A special 
charter subscription rate of $2 a year 
instead of the regular $3 rate is being 
offered for a limited time. Louise Simon- 
son is the editor, L. E. Bueter, the man- 
aging editor. Offices are Suite 602, Wil- 
shire Medical Bldg., Los Angeles 5, 
Calif. 


CONGRATULATIONS TO FLORIDA 
With the addition of an accredited 
health department in Martin County re- 
cently, Florida now has only four coun- 
ties not covered by full-time local health 
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service. The new health department gives 
Florida a 98 per cent public health 
coverage, tanking it near the top of the 
48 states in percentage of population 
receiving full-time health service. Florida 
is also proud of the fact that her health 
departments are largely supported by 
funds from cities, counties, and school 
boards, and that the departments were 
organized through the interest and ef- 
forts of local groups. The State Board 
of Health acts merely as consultant to 
the local health units, bringing to them 
new ideas and aiding with new programs 
when such service is requested. 


THIS BUSINESS OF PUBLICITY 

On the two premises that newspaper 
publicity is an important phase of public 
relations and that few health depart- 
ment staffs include public relations coun- 
selors, the Hawaii Territory Board of 
Health has prepared Newspaper Pub- 
licity and Press Relations. This is to 
help administrators with their newspaper 
publicity problems until they have public 
relations counselors. It is a very well 
done manual written in a light and 
simple vein and similarly illustrated. It 
includes no information as to whether 
it is available for general distribution. 
The territorial health officer is C. L. 
Wilbar, Jr., M.D., Honolulu. 


WHAT “ PSYCHOSOMATIC ” MEANS 

The Municipal Broadcasting System 
of New York City has made available 
to Credit Lines a copy of a recent broad- 
cast by John Schindler, M.D., practising 
physician of Monroe, Wis. This has the 
best human and understanding descrip- 
tion of psychosomatic medicine in non- 
medical language that one is likely to 
find for a long time. Unfortunately, 
copies are not available. Since, however, 
this was an exchange feature of the 
National Association of Educational 
Broadcasters, which originated on Sta- 
tion WHA of the University of Wiscon- 
sin, Madison, the latter may have made 
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some provision for its distribution. Its 
title is ““ How to Live a Hundred Years 
Happily,” in case it is desired for further 
exchange broadcasting. 


HEART DISEASE MOTION PICTURE 

“Be Your Age” is a motion picture 
on heart disease that has been produced 
by the Metropolitan Life Insurance Com- 
pany and the American Heart Associa- 
tion. It is the story of how a middle-aged 
businessman recovers from a heart at- 
tack and learns how to adjust himself to 
living with a handicapped heart. It 
stresses the facts of heart disease and 
encourages wiser precautions against it 
but develops no audience fear of the 
disease. 

“Be Your Age” is one reel, black 
and white, on 35 mm. and 16 mm. sound 
film with a running time of 1114 minutes. 
There is no rental fee. Heart Disease 
At All Ages, a four page leaflet, is avail- 
able in reasonable quantities for distribu- 
tion at the film showings. Requests for 
“Be Your Age” should be sent two 
weeks in advance of the desired showing 
to the Health and Welfare Division, 
Metropolitan Life Insurance Company, 
1 Madison Avenue, New York 10. 


HOME CARE SERVICE ON RADIO 

“Ward Home” is a 5 minute docu- 
mentary motion picture made by the 
Pathescope Co. on the home care service 
of the New York City Department of 
Hospitals. It has been estimated that 
$16,000,C00 would be required for hos- 
pital construction to serve the 800 pa- 
tients now being cared for through the 
program of bringing hospital services 
into the home. The print, either 16 or 
35 mm., is available for free showings 
from Clifford Evans, New York City 
Director of Television and Films, 500 
Park Ave., New York 22. 


FROM THE BOTTOM OF THE BASKET 
A couple of items that might have 
been mentioned much earlier but have 
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not lost their timeliness. The first is a 
series of health education publications 
by the Connecticut State Health De- 
partment. One is The Housefly: How to 
Control this Disease Carrier, which is 
accompanied by a poster of a giant size 
fly and a list of the diseases it carries as 
well as a list of the control measures. 
Another is a series of simple leaflets on 
heart disease and its various manifesta- 
tions. Another is Connecticut’s Year- 
Round Round-Up, and finally Js Your 
Community in Balance for Health Pro- 
tection? a simple argument for health 
districts in the state. All these have 
valuable suggestions for similar material 
in other states. 

Another series that deserves mention 
—even belated—is a whole flock of pam- 
phlets sent by the Central Council for 
Health Education of Tavistock House, 
London. Their first notable characteris- 
tic is their effectiveness in both color and 
design in spite of a much less luxurious 
production than is usual in the United 
States. There are leaflets and posters on 
food handling, sex education, venereal 
diseases, colds, child care, and general 
health protection, all simple, well illus- 
trated. The material of this organiza- 
tion is worth study by those in this 
country who are responsible for prepar- 
ing health education material. 


NEVADA TRIES IT IN CAPSULE FORM 

Nevada Health, subtitled “Live 
Right, Live Long, Live Usefully,” was 
a New Year’s newcomer. Designed ap- 
parently as a quarterly, it is a pocket 
size 16 page pamphlet designed for wide- 
spread citizen distribution. It has a list 
of division directors of the State Health 
Department, and the following defini- 
tion, in the vernacular, of public health, 
“ Public health is where we take all we 
know about personal health and apply it 
to groups of people, so that everybody 
in the group will profit by what we know 
about how to keep well, and live long 
and usefully.” 
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For so small a document it has a 
surprising amount of information on 
health matters, nutrition, fluoride, acci- 
dents, the basic seven, stream pollution, 
among others. It also announces a 
health essay contest for children, 11 and 
12 years old, and a plea for girls to enter 
nursing so that more than 7 counties 
can be served by county nurses. 

The editor is John Culnan of the State 
Health Department staff, Carson City. 


BUILDING UP TO A CLIMAX 

The January Journal (p. 111) re- 
ported the consolidation of the health 
departments of Wichita and Sedgwick 
Counties in Kansas. But this news has 
a further story. Actually the consolida- 
tion was practically in effect a good deal 
earlier but was not publicized until the 
contract was signed by all parties. Now 
the story of this development has been 
told in a mimeograph report, A Brief 
History of Steps to Codrdination, by its 
health officer, Fred Mayes, M.D. This 
has much to suggest to health officers 
and others who are developing unified 
community services. 

The extent to which the community 
was involved in this project is indicated 
by the Public Health Special Edition of 
the January 15 Wichita Sunday Eagle. 
It has front page pictures and articles 
about the merger and the services the 
new department offers. The entire paper 
is filled with health department news. 
Other clues to Dr. Mayes’s success are 
headlines such as “ Clerical Staff Wins 
Praise of Dr. Mayes,” “Wichita Den- 
tists Working Hard for General Wel- 
fare,” “Public Health Nurses Visit 
Nearly 1,000 Homes Monthly.” And 
Dr. Mayes’s picture is not on page 1, 
but those of several staff members are. 
Dr. Mayes looks very happy on page 11. 


ANNUAL REPORTS 
Annual Report For The Year 1948, 
National Health Council is the story of 
the growing pains of this 25 year old 
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national agency that has come to life 
in the past several years after a long 
period of relative inactivity. It is a 
record of real accomplishments in spite 
of an unusual touch of the plight that 
plagues all public health agencies—pro- 
fessional personnel shortages. 

California Public Health Report, the 
4lst annual report of the California 
Health Department, is a handsome pro- 
duction with no homemade look. It is 
also packed with information and well 
illustrated with maps, charts, and pho- 
tographs. If the 10 million citizens of 
California will but read it, they cannot 
fail to give support to their health de- 
partment. 

The Nutrition Foundation Report of 
the Scientific Director, June 30, 1949, 
is the 7th annual report of this national 
foundation whose basic objective is “an 
effort to improve the quality of life,” 
through the science of nutrition. In its 
7 year history it has appropriated nearly 
$2 million for grants-in-aid for a wide 
variety of nutrition research projects. 
Supported by the food industries, the 
foundation in 1948 inaugurated 4 
awards of $1,000 each in honor of a 
pioneer whose accomplishments sym- 
bolize the ideals of the respective organ- 
izations administering the awards—the 
American Dietetic Association, American 
Institute of Nutrition, American Medi- 
cal Association, and the Institute of 
Food Technologists. 

The scientific director of the Founda- 
tion is Charles G. King, Ph.D.; its offi- 
ces are in the Chrysler Building, New 
York 17. 


WORTH ACQUIRING 
Programs for the Improvement of 
Rural Health is the second annual hand- 
book prepared by the Committee on 
Rural Health of the American Medical 
Association. Here are the details of the 
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active rural health programs of the 
A.M.A., the state medical societies, 
agricultural extension services, and other 
groups. This is a valuable document. It 
has one serious omission. There is no 
hint that official health departments 
might be making contributions to “ ac- 
tive rural health programs.’ American 
Medical Association, 535 N. Dearborn 
St., Chicago 10. Presumably free. 

The National Cancer Institute of the 
Public Health Service has published the 
first five of a series of popular pamphlets 
on cancer, the chief emphasis of which 
is the importance of following up the 
early warning signs of cancer. The five 
titles presently available are Cancer: 
What To Know, What To Do About Jt; 
Cancer of the Breast; Cancer of the 
Female Reproductive Organs; Cancer of 
the Mouth and Respiratory Tract ; Can- 
cer of the Digestive Tract. They are put 
up in pocket size in brightly colored cov- 
ers. Each is available from the U. S. Gov. 
Ptg. Office, Washington 25, D. C., in 
lots of 100, the first at $1.50, the next 
three at $4.50, and the last mentioned 
at $5.50. 


“ Health Educators At Work” is a 
special issue (Oct., 1949) of the High 
School Journal devoted to a series of 
articles on health education largely by 
health educators. Guest editors are staff 
members of the Department of Public 
Health, University of North Carolina's 
School of Public Health, headed by Lucy 
Morgan. The reason for this special 
issue and the earlier one of May, 1947, 
is “the growing importance of health 
education as a phase of general educa- 
tion.” Department of Public Health 
Education. School of Public Health. 
Chapel Hill, N. C., 50 cents; 10-24, 40 
cents; 25 or more, 30 cents. Make 
checks payable to “ Special Issue, Health 
Educators at Work.” 


The Compleat Pediatrician: Prac- 
tical, Diagnostic, Therapeutic and 
Preventive Pediatrics—By Wiéilburt 
C. Davison, (6th ed.) Durham, N. C.: 
Duke University Press, 1949. 256 sec- 
tions. Price, $4.75. 

The sixth edition of Dr. Davison’s 
compendium of pediatrics is well up to 
date. It represents the author’s lifetime 
efforts to “compile and condense those 
practical pediatric facts, which though 
essential, usually slip from memory; it is 
an attempt to combine in one volume the 
information usually found in several, 
which should be consulted for more com- 
plete study.” This effort has resulted 
in a complete and astounding collection 
of pediatric knowledge which is pre- 
sented in outline form, well indexed and 
useful for ready reference. 

The first seven chapters present 
information on pediatric diseases — 
description, laboratory tests, differential 
diagnosis, treatment, prognosis, and pre- 
vention. Remaining chapters concern 
laboratory methods (detailed presenta- 
tion and most useful); nutrition, feed- 
ing, and diets (including special diets 
and reference tables) ; general treatment 
and nursing (invaluable collection of 
practical procedures); growth and de- 
velopment (with emphasis on the gen- 
eral care of children and premature 
infants, and on the reduction of mor- 
tality—a long chapter and possibly the 
most workable and practical summary 
of the facts of growth and develop- 
ment yet published); history taking 
and physical examination; and drugs 
and prescriptions frequently used in 
pediatrics. 

This book will not take the place of 
an orthodox textbook of pediatrics for 
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medical students. It should be placed 
in their hands with some caution, recall- 
ing the author’s warning that it cannot 
supply the training and experience re- 
quired to evaluate collected evidence and 
achieve a correct diagnosis. 

Faced with such a vast collection of 
pediatric knowledge, it is not surprising 
that this reviewer found himself in 
occasional minor disagreement with Dr. 
Davison. In general, however, the book 
is wholly reliable and should prove a 
necessity for any physician who deals 
with children. 

Stuart S, STEVENSON 


Photoradiography in Search of 
Tuberculosis — By David W. Zacks. 
Baltimore: Williams & Wilkins, 1949. 
297 pp. Price, $5.00. 

Until Dr. Zacks’ book appeared, there 
were only two previous volumes on the 
subject in English: Hilleboe and Mor- 
gan’s Mass Radiography of the Chest, 
and Kennedy, Trail, and Trenchard’s 
Mass Miniature Radiography. The for- 
mer dealt with the experiences of the 
Public Health Service, largely in indus- 
trial case finding during the war, and 
the latter with the English experience 
during the war. Dr. Zacks bases his 
work on many years of experience in 
Massachusetts with industries and with 
communities. 

It has been said that the taking and 
interpretation of the films made during 
an intensive mass survey are the least 
important parts of the total activity, 
being far overshadowed by the commu- 
nity or plant organization which must 
precede the survey and the follow-up of 
the definite and suspicious cases without 
which a survey cannot be considered 
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successful. Dr. Zacks gives us, step by 
step, detail by detail, the planning that 
must be done in preparation for the sur- 
vey, and afterward. The necessity of 
maintaining a continuing team, includ- 
ing organizers and nurses as well as 
x-ray technicians, is emphasized. 

The atlas of x-ray reproductions which 
accounts for about half of the work 
not only shows the common types of 
x-ray pictures that are found in the 
survey, but also lists many of the haz- 
ards in diagnosis which small films some- 
times present. Listed are a large number 
of abnormalities which are interesting 
but not significant and which should not 
be read as positive on the small film. 
He points to the great responsibility of 
any examiner who makes even a tenta- 
tive diagnosis of heart disease on uncer- 
tain grounds and emphasizes that the 
miniature film is a very small part of 
such diagnosis. 

The volume covers community and 
plant surveys only. It is regrettable 
that no guidance was given for that 
type of case finding which may well 
turn out to be the definitive and con- 
tinuing one: the filming of all admissions 
to hospitals and outpatient clinics. Chest 
X-rays are rapidly being introduced in 
many public and private hospitals, and 
ultimately this will become a standard 
case finding approach, to supplement 
examination of contacts. 

Mass surveys must be tailored in their 
technical application to the type of com- 
munity in which they are done. Dr. 
Zacks gives us a detailed, solid method 
to use as a basis, and his point that 
the survey must be prepared in infinite 
detail is fundamental to all successful 
surveys. EpWARD KUPKA 


Constructive Uses of Atomic 
Energy—Edited by S. C. Rothmann. 
New York: Harper, 1949. 224 pp. Price, 
$3.00. 

This volume positively focuses avail- 
able knowledge about nuclear energy 
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for man’s welfare. It informs clearly 
and comprehensively, is illustrated with 
photographs and drawings, and high- 
lights potential constructive usefulness 
of atomic energy. 

Public health personnel, as well as 
industrialists, teachers, and‘ intelligent 
laymen should read and study this book. 
Survival of races depends upon beaming 
atomic energy benefits toward a richer, 
fuller manner of healthful living. The 
status of atom energy knowledge and its 
application in the fields of industrial 
power, chemistry, metallurgy, aviation, 
ceramics, agriculture, and biological, 
pharmaceuical and medical research, 
are told in this book. Informed public 
health people have a definite responsi- 
bility and opportunity to assist in the 
health education aspects arising in this 
historic atomic era. 

The unified and understandable com- 
posite of the fourteen chapters, each by 
a leading atomic research scientist, with 
the helpful appendices and complete 
bibliography present the facts and data 
about atomic energy that are not with- 
held as essential to national security. 

The Chronological List of Highlights 
affords brief important steps in atomic 
research. The glossary defines new 
words, expressions and interpretations in 
modern nuclear energy study. The 
bibliography provides a guiding con- 
tinuity to further reading through a 
list of recent publications. A unique 
feature is the last section reclassifying 
all titles in terms of source periodicals. 

G. F. Moencu 


Nutrition Surveys: Their Tech- 
niques and Values—Bulletin of the 
National Research Council No. 117, 
May 1949. Published by the National 
Research Counc'l, National Academy of 
Sciences, Washington, D. C. 144 pp. 
Price, $1.50. 

This Bulletin, prepared by the Com- 
mittee on Nutrition Surveys, Food and 
Nutrition Board, Division of Biology 
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and Agriculture, National Research 
Council, Dr. C. G. King, Chairman, is 
presented in seven sections with a 
preface by the Chairman. It has been 
prepared with the hope that it would 
be useful in developing a better under- 
standing of the value and conduct of 
nutrition surveys and contribute to the 
development and use of improved tech- 
niques for conducting such surveys. In 
the opinion of this reviewer, it does 
just that. 

The seven sections include the objec- 
tives and demonstrated value of nutri- 
tion surveys, dietary surveys and their 
interpretation, chemical tests and their 
interpretation, chemical diagnoses in 
nutrition surveys, the role of surveys 
in community nutrition programs, nutri- 
tion surveys in relation to professional 
training in schools of medicine and pub- 
lic health, health departments in nutri- 
tion surveys. 

This report constitutes an excellent 
reference for all workers concerned with 
nutrition surveys and probably includes 
the most extensive bibliography on rec- 
ord on this subject. All workers, espe- 
cially those in public health, will look 
forward to the next report with the hope 
that it will give an account of more ac- 
tion programs based on survey findings. 

H. SMITH 


For the Disabled Sick, Disability 
Compensation—By Nathan Sinai, Bu- 
reau of Public Health Economics, Re- 
search Series No. 5. Ann Arbor: School 
of Public Health, University of Mich- 
igan, 1949. 126 pp. Price, Paper $1.00. 

This monograph presents a critical 
and comparative study of disability com- 
pensation programs in the first three 
states to adopt them, viz., Rhode Island, 
California, and New Jersey. It outlines 
the major forces leading to the enact- 
ment of legislation, the basic provisions 
of the laws, and some of the administra- 
tive problems. There is a brief chapter 
on historical backgrounds, and a con- 
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cluding chapter on trends and policies. 
The appendix of 10 pages gives Gov- 
ernor Warren’s “Special Message on 
Disability Insurance” to the California 
Legislature, and examples of good com- 
munications from the California medical 
director to the district offices. Although 
these programs are constantly changing, 
this study will have durable values be- 
cause of its analysis in the light of broad 
social policy and basic principles of 
administration. 

Dr. Sinai points out defects in the 
legislation and raises problems that must 
be solved if these programs are to meet 
adequately the social needs for which 
they were established. These problems 
include inequities in the benefit for- 
mulas, the degree and method by which 
merit ratings should be used in calculat- 
ing premiums, whether or not pregnancy 
is a compensable disabling illness, and 
whether or not medical benefits should 
be provided. The relationships between 
state operated and voluntary plans in 
California and New Jersey are discussed. 
Similarly, the relationships, currently 
confused, between this type of social 
insurance and others—especially work- 
men’s compensation and unemployment 
insurance—are pointed out. In view of 
the current controversy between labor 
and management over social insurance, 
it is interesting that disability insurance 
is largely, but not entirely, financed by 
employee contributions, and to this pro- 
cedure Dr. Sinai offers no objections. 

This monograph presents a broad pic- 
ture, useful for orientation and planning, 
but not exhaustive in detail. Dr. Sinai 
points out that the answers to many 
questions must await further experience 
and special studies. There are, however, 
significant conclusions for the medical 
administrator, and a passing reference 
to suggest that one state health depart- 
ment may be muffing its chance for 
effective particiption im the medical ad- 
ministration of this type of social 
insurance. 
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The style is clear and readable; 
figures are used carefully and with 
restraint. All legislators considering dis- 
ability compensation, workmen’s com- 
pensation or unemployment compensa- 
tion, and insurance company executives 
should read it. Medical administrators, 
students of social insurance, and others 
concerned will find this illuminating and 
stimulating reading. 

R. WILLARD 


How to Organize a Health Coop- 
erative—By Russell K. Lewis. St. Paul, 
Minn.: Health Center Services Commit- 
tee, 1948. 126 pp. Price, $1.25. 

The appearance of this manual adds 
another useful piece to the literature on 
prepayment plans for medical care. It 
is appropriate that such a_ practical 
guidebook should be published by a 
section of the general coOperative move- 
ment, which has applied principles of 
group self-help to so many other prob- 
lems of consumption and production in 
the American economy. 

The central thesis is that consumers 
have the right to organize programs for 
their own medical care. The objective 
is a program providing comprehensive 
services, offered through a group prac- 
tice clinic attached to a consumer- 
owned hospital, and financed by prepay- 
ment. Down-to-earth advice is given on 
techniques for community organization 
to achieve this end, including enroll- 
ment, fund raising, hospital designing, 
legal considerations, and so on. The 
emphasis on construction of hospitals 
by codperative associations, rather than 
by the entire community with the aid 
of tax funds, is perhaps a little un- 
realistic in view of the high current 
costs for modern facilities and equip- 
ment. The soundness of the prepay- 
ment principle for supporting health 
services, however, rests on a rich body 
of experience. 

There is a useful annotated bibliog- 
raphy which reminds one of the pioneer 
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roles in the health codperative movement 
played by men like James Peter War- 
basse, Kingsley Roberts, and Michael 
A. Shadid. With appropriate modifica- 
tions in local areas, this volume should 
help consumer groups interested in pre- 
paid medical care overcome the first 
hurdles of “ how to go about it.” 
Mitton I. RoEMER 


Voluntary Parenthood—By John 
Rock and David Loth. New York: Ran- 


dom House, 1949. 304 pp. Price, 
$3.00. 
This is a valuable book. It is writ- 


ten with balance and maturity; evidence, 
perhaps, that the field of which it treats 
is coming of age. The authors know 
their subject and handle it with compe- 
tence. The book is not only a guide 
for parents; it is a handbook for all 
those who are concerned with the basic 
problems arising from the overcrowding 
of our planet. 

The two excellent chapters on infer- 
tility are an interesting and constructive 
introduction to the field of family limi- 
tation. They provide a sound psycho- 
logical preparation for those readers— 
of whom there are probably a larger 
number than is usually realized—to 
whom the subject of contraception may 
at first seem embarrassing. The whole 
treatment of contraception in this book 
is simple and wholly without overtones; 
the accompanying discussion and de- 
fense of the corner drug store, how we 
should choose a doctor, the constructive 
program for hospitals, the admitted gaps 
in medical knowledge, give a fascinating 
picture of a world in transition with 
which we should all be acquainted. 

Perhaps for the reason that the world 
is in transition, the chapter on the ethi- 
cal problems of fertility consists mostly 
of interesting quotations from the expo- 
nents of the major religions. We do not 
know what will be either the economic 
or the eugenic effects of more wide- 
spread family limitation. Our knowledge 
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of individual psychology is sketchy at 
best. There is a framework here for 
much research before we can arrive at 
conclusions on the ethical aspects. The 
authors are conscious of the shortcom- 
ings of our present knowledge, without 
any lessening of enthusiasm for teaching 
what is known. 

The chapter on economic conse- 
quences is not sufficiently documented. 
One feels that this is a field in which 
the authors are not at home, in great 
contrast to their obvious grasp and 
large experience of the rest of the sub- 
ject matter. 

But these are minor criticisms of an 
able and well written book which de- 
serves wide circulation. 

FREDERICK OSBORN 


Manual of the International Statis- 
tical Classification of Diseases, In- 
juries and Causes of Death. Vol. I. 
World Health Organization. New York: 
Columbia University Press. 376 pp. 

Strictly speaking this is the Sixth 
Revision of the /nternational List of 
Causes of Death. Actually it is more 
than a revision, it is a complete recast- 
ing with a new orientation, morbidity 
and mortality rather than mortality 
alone. 

The present volume contains the list 
of three-digit categories with a tabular 
list of inclusion terms, supplementary 
classifications for stillbirths and special 
classes of admissions, intermediate and 
abbreviated lists of terms for special 
tabulations, a recommended form for 
medical certification of cause of death, 
rules for selecting a primary cause of 
death, and a proposed form for tabu- 
lating multiple causes of death. A sepa- 
rate volume will contain the alphabetical 
index. 

The Detailed List of three-digit code 
numbers provides for 612 different dis- 
eases or groups of diseases, 153 cate- 
gories for classifying external causes of 
injury, and 189 categories for classifying 
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injuries by nature of the injury and the 
part of the body affected. In addition 
certain fourth-digit subdivisions of terms 
are proposed for optional use. A classi- 
fied system of decimal numbering is 
used, representing a marked improve- 
ment over the primitive combined 
number and letter designations of for- 
mer revisions. 

This is the first revision of the Jnter- 
national List which shows tangible evi- 
dence of having been prepared by statis- 
ticians and of being intended for statisti- 
cal purposes rather than for counting 
purposes. The revision is not perfect; 
certain parts represent a compromise of 
differing viewpoints, and compromises 
rarely are entirely satisfactory. More- 
over the code is unnecessarily compli- 
cated in places by the use of more than 
one axis of classification. 

However the imperfections in the List 
pale into insignificance when compared 
with its merits. The publication of 
the present revision represents as great 
a step forward in the statistical classi- 
fication of causes of morbidity and mor- 
tality as did the publication of the 
original revision in 1900. 

Harotp F. Dorn 


The Organization and Administra- 
tion of Physical Education—By Ed- 
ward F. Voltmer and Arthur A. Esslin- 
ger. (2nd ed.) New York: Appleton, 
Century, Cross, 1949. 419 pp. Price, 
$3.50. 

An already good book has been im- 
proved by the publication of a second 
edition. Experienced college teachers 
using this book in classes for profes- 
sional students consistently report that 
it covers the subject of its title ade- 
quately. Its chapters on the administra- 
tion of the service or general class pro- 
gram, on interschool athletics, and on 
intramural athletics, are particularly 
well done. The latter two have been 
improved in the second edition. 

Other chapters of merit are those on 
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the use of student leaders in physical 
education, budget making, and finance, 
the purchase and care of equipment, 
and publicity in physical education. The 
chapters on aims and objectives of 
physical education, and on the rela- 
tionship of physical education to gen- 
eral education, remain essentially the 
same as they were in the first edition 
and serve as very good examples of 
what may be done by textbook writers 
who wish to present better than merely 
arbitrarily selected material. 

If the volume has any weaknesses at 
all they are inconsequential. Perhaps 
the chapter on school health education 
could have been either omitted or ampli- 
fied, inasmuch as its current twenty- 
seven pages hardly do justice to the 
area itself and there are other whimsi- 
calities which are surprising in a volume 
the status of this one. For example, the 
authors occasionally refer to a physical 
education class as a “gym class” and 
at one point they are old-fashioned 
enough to indicate that a physical edu- 
cation class can be brought to order 
by the blowing of a whistle and the 
lining up of students silently on pre- 
arranged marks. These, however, do not 
destroy in any sense the great value of 
the book itself. 

DELBERT OBERTEUFFER 


Outwitting Your Years—By Clar- 
ence William Lieb. New York: Pren- 
tice-Hall, 1949. 271 pp. Price, $2.75. 

The title is certainly intriguing, and 
one finds liberal quotations from the 
wits and wise men of the centuries 
scattered throughout the twenty-nine 
chapters. There is plenty of the com- 
mon sense as usually offered in the 
happy converse of the family physician 
with his patients of middle age and 
beyond. 

The author's philosophy, his inclina- 
tion to optimism, hard work, faith in 
the religion of his choice, are all com- 
forting as a background, and a product 
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of an evidently successful medical career. 

If all the prominent friends and per- 
sonalities of his recent decades, referred 
to as authorities or fellow-travellers in 
the sphere of geriatrics and gerontology, 
were to read the book its popularity 
would be assured. 

As an anthology of contemporary 
medical and journal literature the mat- 
ter offered is quite comprehensive. One 
seeks for any new resource or promise 
for the prevention or delay in the process 
of aging or for management of the dis- 
abilities of the growing host of grand 
parents. 

As an office or waiting room volume 
the book may serve a passing purpose 
for it reads easily and quickly and is 
written with ease and lightness of touch 
by a friend of his fellowmen who has 
insight, intuition, and a well filled mem- 
ory of clinical successes. 

This is not a contribution to science 
and there is neither novelty nor dis- 
covery offered for professional workers 
in the vineyard of prevention or treat- 
ment of the young and old over fifty. 

HAVEN EMERSON 


How Shall We Pay for Health 
Care?—By Oscar R. Ewing and George 
F. Lull. New York: Public Affairs Com- 
mittee, Inc., 1949. 32 pp. Price, $.20. 

In publishing this pamphlet, the Pub- 
lic Affairs Committee has departed from 
its usual methods of presentation be- 
cause of the lack of agreement on essen- 
tial principles concerning how best to 
organize our medical services to make 
them readily available to all. As the 
committee states: “ Instead of a care- 
fully balanced presentation, eliminating 
unproved and controversial statements, 
the committee has opened its pages to 
a frankly partisan statement of both 
sides of the controversy regarding the 
organization of medical care.” 

The pamphlet reflects both the advan- 
tages and disadvantages of this type of 
approach On the credit side, indi- 
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viduals who are interested in succinct 
presentations of opposing viewpoints will 
find the statements by Mr. Ewing and 
Dr. Lull quite useful. They will also 
appreciate the short summary of other 
health plans by Martin Seifert. The 
pamphlet can be recommended to the 
general public as an introduction to 
the problem which has the unusual vir- 
tue of presenting differing viewpoints. 

On the debit side, the average reader 
has no way of determining the validity 
of statements made or the accuracy of 
statistical estimates. The statements are 
too brief to provide the necessary docu- 
mentation, and the reader must of neces- 
sity have recourse to other sources if he 
is to obtain more than a superficial 
knowledge of the issues involved. 

It is the reviewer’s hope that the 
Public Affairs Committee might consider 
publication of a supplementary pamphlet 
on this question which would be “a 
carefully balanced presentation, elimi- 
nating unproved and controversial state- 
ments.” It is recognized that this would 
be a difficult task, but one which would 
be well worth the effort. 

MILToNn TERRIS 


Bacterial and Virus Diseases. An- 
tisera, Toxoids, Vaccines and Tuber- 
culins in Prophylaxis and Treatment 
—By H.J. Parish. Baltimore: Williams 
& Wilkins, 1948. 168 pp. Price, $2.75. 

This book presents a condensation of 
information pertaining to the material 
covered by the title. The definitions are 
concise and, as required by brevity, cor- 
respondingly somewhat dogmatic. The 
subjects treated include antisera,, sero- 
logic products for active immunization, 
diagnostic reagents, techniques for actual 
performance of tests, and finally a short 
historical outline including the more im- 
portant dates in the modern develop- 
ment of serum therapy and prophylaxis. 

It is the reviewer’s opinion that the 
purpose of the author has been accom- 
plished rather well. The book should 
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be of value to those who desire a sum- 
mary of the more practical aspects of 
immunology. It is obviously unsuited 
for persons who seek a complete cov- 
erage of the subject of immunology. 

J. C. SNYDER 


Introduction to Parasitology, with 
Special Reference to the Parasites 
of Man—By Asa C. Chandler. (8th 
ed.) New York: Wiley, 1949. 756 pp. 
Price, $6.00. 

Chandler’s Introduction to Parasitol- 
ogy has been a standard and popular 
textbook on the subject for more than 
thirty years. Throughout this time it 
has been noted for its high degree of 
accuracy and for its unusual reading 
qualities. The book admirably presents 
the usual three branches of parasitol- 
ogy (protozoédlogy, helminthology, and 
medical entomology), and, in addition, 
includes an excellent section on arthro- 
pod-borne rickettsiae, viruses, and bac- 
teria. Special emphasis is placed on the 
biological aspects of the subject. Unfor- 
tunately, the figures illustrating patho- 
logical changes give little information. 

The book can be justly characterized 
as a mine of general and specific infor- 
mation on parasitology, an excellent 
textbook for the student of parasitology, 
and a valuable reference book for the 
clinician and health official. 

Donap L. AUGUSTINE 


Physiology in Diseases of the 
Heart and Lungs—By M. D. Alt- 
schule. Cambridge: Harvard University 
Press, 1949. 368 pp. Price, $5.00. 

In medicine the march of research 
and education has steadily narrowed the 
gap between basic science and its appli- 
cation so that lately the common ground 
of the physiologist and the internist is 
large indeed. Nowhere, perhaps, do 
these specialties meet more happily than 
in the circulatory system, and Dr. Alt- 
schule’s book should prove almost as 
useful to the physiologist as to the 
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clinician for whom it is primarily in- 
tended. This is a clear and systematic 
discussion of physiological knowledge as 
it pertains to defects and disease of the 
heart and lungs. 

Both theoretical considerations and 
direct applications have been subordi- 
nated to an orderly presentation of facts 
calculated to make understandable the 
phenomena which the physician observes 
in his patients. The absence of quantita- 
tive details is notable—there is not a 
table or figure in the book—and the 
general treatment is kept at a qualita- 
tive, descriptive level. But the reader 
is invited to more extensive and critical 
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evaluations through a large bibliog- 
raphy; this is arranged in a manner 
more pleasing to the author than to this 
reviewer. 

The great clarity of the presentation, 
and the sound approach throughout, 
may occasion a wish that Dr. Altschule 
had not set such a modest limit for the 
size and scope of this volume. But 
perhaps the major virtues of the book 
depend on its relative simplicity and its 
self-imposed limitations. It would be a 
poor show of appreciation to complain 
that the very excellence of a book makes 
it seem all too short. 

ANcEL Krys 
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A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 
WITH ANNOTATIONS 


RAYMOND S. PATTERSON, PH.D. 


Not Reportable—Just so you won't 
come to think of infantile diarrhea as 
the only infectious hazard to which 
institutionalized new-borns are subject, 
your attention is directed to this study 
of respiratory outbreaks. Probably there 
are more of them than is commonly 
assumed. 


AspraMson, H. Acute Respiratory Disorders 
Among Newborn Infants in Obstetric Nurs- 
eries. Am. J. Dis. Child. 78, 6:883 (Dec.), 
1949, 


This You Should Know about- 
In great detail, and with office forms 
illustrated, the work of this pioneering 
diagnostic service is told for the benefit 
of health administrators who may not as 
yet have undertaken a rheumatic fever 
program. 


Rheumatic Fever 
Health Rep. 64, 


Dartey, W. Denver 
Diagnostic Service. Pub. 
51:1631 (Dec. 23), 1949. 


Methods Still under Study—There 
seems to be more activity in the fluorida- 
tion of municipal water supplies than 
one hears about. This report notes 17 
“ going” installations, 14 more already 
approved, and an additional 20 under 
consideration. The longest-standing of 
these ventures are not yet old enough to 
warrant any conclusions about effects. 

Fasper, H. A. The Status of Fluoridation in 
1949. J. Am. Water Works A. 41, 12:1061 
(Dec.), 1949. 


Burned Child—Having lived through 
an inundation that deprived 270,000 
people of their water supply, this city 
has worked out a standing “ Emergency 
Plan” to be ready for the next one. 
How about your city? 


W. R. Flood Disaster Sanitation 
Modern San. 1, 8:22 (Dec.), 1949 


Harpy, 
Program. 


Encouraging Observations—Peni- 
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cillin given one week each month 
throughout the school year reduced the 
incidence of streptococcus infections and 
the recurrence rate of rheumatic fever 
among affected children. 

Koun, K. H., et al. Oral Penicillin Prophy- 
laxis of Recurrences of Rheumatic Fever 
J.AM.A. 142, 1:20 (Jan. 7), 1950. 


And an Exciting Time It Was— 
In its first issue of the new year, the 
British Medical Journal takes a half 
century back-look at medical and public 
health progress. The whole series of 
papers can be read for pleasure and the 
several public health reviews for— 
you’ve guessed it—profit. There are 
some fine then-and-now illustrations too. 

MacNatty, A. Fifty Years of Public Health 
Legislation (and eleven related papers). Brit. 
M.J. 4644:48 (Jan. 7), 1950. 


Most of Them Are Small—There is 
a great deal else in this broad statement 
of hospital policy, but of especial inter- 
est to you will be the part about im- 
proving the efficiency of the small gen- 
eral hospital and getting it integrated 
into the community public health pro- 
gram. This much you must read. 


McGisony, J. R., and Brock, L. Bétte: 
Patient Care Through Coérdination. Pub 
Health Rep. 64, 47:1499 (Nov. 25), 1949. 


Unfinished Business—They set out 
to show how a nutrition program might 
be adapted to a county health depart- 
ment program on a basis similar to the 
traditional departmental activities. They 
were called away before they could com- 
plete the job but they made a good 
start at it. 

OspornE, E. S., et al. Report of a Nutrition 
Demonstration Program in Ottawa County, 
Michigan. Pub. Health Rep. 64, 50:1603 
(Dec. 16), 1949. 


For Healthy Eyes—With typical 
engineering detail, an account is given 
of the installation of a variety of im- 
proved lighting units for assembly and 
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work rooms and offices. From my lim- 
ited observation of many health agency 
quarters, I conclude that a lot of execu- 
tives could profitably read this paper. 

Peterson, C. M. F., et al. School Lighting 
Studies. Sight-Saving Rev. 19, 4:216 (Win 
ter), 1949. 


Maybe I’m Wrong—But I suspect 
that this paper is a rough test of your 
P. Q. (philosophical quotient). If you 
find yourself pressing on, open-minded 
but critical, along the route of this bril- 
liant sociological essay, then you must 
be batting 1,000. If you lose your way, 
or your interest, you may still be a 
great success in the minors. The words 
“public health” do not appear in the 
text, but it is about public health in the 
biggest possible way. 

RusseLt, B. Can a Scientific Society Be 
Stable? Brit. M. J. 4640:1307 (Dec. 10), 1949 


Disturbing Note—Just to remind 
you that it does happen here, your at- 
tention is called to this study of en- 
cephalitis cases following measles. In 
one epidemic the ratio of encephalitis 
to measles was 1 to 1,000 reported cases. 

SawcHuk, S., et al. 
Am. J. Dis. Child. 


Measles Encephalitis 
78, 6:844 (Dec.), 1949 


Target of Extravagant Claims 
Everyone asks, what will television do 
for, and to, people’s understanding of 
health—individual and public? You 
won’t find much of an answer here, but 
you'll get a rich diet of food for your 
own thoughts from this discussion of 
‘the poor man’s latest and most prized 
luxury.” 

SIEPMANN, C. A 
Limitations. Survey 


Television—Hopes and 
86, 1:5 (Jan.}, 1950 


Mostly about TB in the Future- 
Anyone who admires bravery—and who 
doesn’t—will applaud this courageous 
excursion into the future of public 
health and medical practices. Here you 
will find few “maybe’s” or “on-the- 
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other-hand’s.” It is just a forthright 
statement of what is going to happen: 
and I'll bet it does! 

SMILLiE, W. G. The Practicing Physician in 
the Field of Preventive Medicine. New Eng- 
land J. Med. 242, 2:39 (Jan. 12), 1950. 


Another Forward Step—This is a 
report upon a joint effort by a health 
department mental health clinic and a 
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public school system. One tangible out- 
come was the establishment of a much 
needed remedial reading project. But 
more was accomplished in creating a 
pattern for working together with other 
community agencies. 

Utrmann, C. A. A Public Health Approach 
to Improving Community Mental Health 
Through the Schools. Pub. Health Rep. 64, 
52:1655 (Dec. 30), 1949. 


Public Health in Foreign Periodicals 
GEORGE ROSEN, M.D., Pu.D. 


MONG the more interesting post- 

war developments in Europe has 
been the rehabilitation of Poland. As 
part of this process there has been a 
resumption of work in medicine and 
public health. The results of such studies 
are now appearing in Polish journals. 


HELMINTHIASIS IN THE CITY OF GDANSK 

Zbigniew ' reports on studies of worm 
infestation among 1,000 nursery and 
school children of Gdansk. The children 
ranged in age from 3 to 14 years. The 
technique employed was Fiilleborn’s 
modification of the Kofoid-Barber 
method (flotation technique with a 
saturated salt solution). The material 
was centrifuged for % minute at a slow 
speed. 

Examination showed that 41.1 per 
cent of the children were parasite car- 
riers. However, only 4.3 per cent were 
found to be infested with two species of 
parasites. Pinworm eggs were found in 
10.2 per cent of the children. Whipworm 
eggs were most often encountered (27.6 
per cent) in fecal specimens. Diphyl- 
lobothrium latum was found in 0.1 per 
cent of children from population groups 
recently settled in the Gdansk area. This 
low rate is attributed to the absence of 
uncooked fish from the diet of these 
groups. Ascaris lumbricoides in general 


was a comparatively rare finding. The 
mean rate was 7.6 per cent. When found 
it was most frequent in children of 
from 4 to 5 years. 

A separate study of pinworm infesta- 
tion was made of 850 children in the 
Gdansk-Oliwa area. Although the chil- 
dren were examined only once and at a 
rather inconvenient time of day, pin- 
worms were found in 72.9 per cent of 
the group. 


THE MEDICAL ACADEMY IN GDANSK 

The enormous losses of public health 
personnel sustained by Poland during 
the war as well as the serious deteriora- 
tion in sanitary and health conditions 
throughout the country made it impera- 
tive for the Polish government to re- 
establish the public health service.* In 
1945 the Ministry of Health called into 
existence the Medical Academy in 
Gdansk (the former Danzig). The ob- 
jective of this medical school is to train 
medical and auxiliary personnel and to 
deal with problems of concern to the 
public health. Organizationally, it con- 
sists of three faculties, medicine, phar- 
maceutics, and stomatology, as well as 
several special institutes, a school of 
nursing and a school for technical 
assistants. In 1948, there were already 
active the faculties of medicine and of 
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pharmaceutics, the nursing school, the 
establishment for technical assistants, 
and the Institute of Marine and Tropical 
Medicine, the latter the first of the 
special institutes to be opened. The task 
of this Institute is to train personnel 
for the Polish Marine Health Service 
(port medical officers, ship surgeons of 
the merchant marine and the navy, and 
physicians working in health centers and 
dispensaries for fishermen). The Insti- 
tute consists of five departments: micro- 
biological and epidemiological ; biological 
and parasitological; biochemical; clini- 
cal; and marine and tropical hygiene. 
Associated with the Institute are the 
Department of Biology and Microbi- 
ology of the Medical Faculty, and the 
Departments of Zoology, Physiological 
Chemistry, and Bacteriology of the 
Pharmaceutical Faculty. It was expected 
that during the academic year 1947-— 
1948 the laboratory operations would be 
in full running order. 


MALARIOLOGICAL PROBLEMS IN POLAND 

The Public Health Service in Poland 
is aware that an important increase of 
malaria occurred in that country as a 
result of the war.* Among the reasons 
for this situation an important factor 
seems to be the inclusion in post-war 
Poland of malarious areas on the Baltic 
coast near Gdansk (Danzig) and Szcze- 
cin (Stettin). This factor was not com- 
pletely counterbalanced by the exclusion 
of extensive malarious areas east of the 
Bug River because many of the inhabi- 
tants of these areas moved into Poland 
thus increasing the number of malaria 
carriers. Another important reason was 
the lack of drainage of fields and 
marshes because the drainage systems 
had been destroyed by the retreating 
Germans, and labor, technical equip- 
ment, and financial resources were 
scarce. As a result areas which before 
the war had been well controlled became 
important breeding places for anoph- 
elines. The destruction of water supply 


Books AND REPORTS 


351 


systems created pools of stagnant water 
and these as well as ruined houses pro- 
vided breeding places for mosquitoes. 
Bincer suggests also that the decrease 
in the number of cattle may have re- 
moved an important barrier against 
human malaria. Finally, scarcity of 
antimalarial drugs and treatment fa- 
cilities made it very difficult to organize 
effective action. 

Nevertheless, while the increase may 
be expected to continue for a while, 
Bincer points out that the long-range 
outlook is not unfavorable. Hospital 
beds are now available for malaria cases. 
Gifts of atabrine and plasmoquine from 
the American Red Cross and, more re- 
cently, the acquisition of paludrine 
through the United Nations has relieved 
the scarcity of antimalarials. Malaria 
surveys undertaken routinely are needed. 
So too is a serious effort to control mos- 
quito breeding. 


ORGANIZATION OF MARITIME HEALTH 
SERVICE IN POLAND 

Prior to 1939, Poland had only one 
Jarge seaport on the Baltic with a short 
strip of coast. Owing to the territorial 
changes following the war, Poland now 
has a coastline of some length which 
includes three large ports (Gdansk, 
Gdynia, and Szczecin) as well as four 
smaller ports and numerous fishing har- 
bors.* In view of these changed condi- 
tions the Polish Government reorganized 
and extended its Maritime Health 
Service. A decree issued on June 25, 
1946, called into being the Maritime 
Board of Health, as the chief sanitary 
authority for the coastal area (with its 
provisional seat in Gdansk), and pro- 
viding for the establishment of Port 
Health Officers in individual ports. The 
scope of their duties is as follows: 
Deratization, disinfection, and deinsecti- 
zation of ships and harbor facilities; 
medical examination of seamen in the 
Polish Merchant Marine and of dock 
workers; quarantine; organization and 
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administration of port dispensaries; 
control of communicable and occupa- 
tional diseases among seamen, fishermen, 
and immigrants; accreditation of ships’ 
doctors and supervision of their work; 
sanitary inspection of ships of the 
Polish merchant fleet; and execution of 
duties arising out of decisions adopted 
at International Sanitary Conferences. 
The Maritime Board of Health 
headed by a doctor who is a physician 
and is immediately accountable to the 
Minister of Health. The Board consists 
of three divisions: Sanitary Division of 
Ports and Shipping to which the Port 
Health Offices are attached; a Division 
of Therapy and Prophylaxis which has 
charge of port and fishing health cen- 
ters; and a General Division which deals 
with administrative and financial mat- 
ters. The Port Sanitation establishment 
forms a separate administrative unit of 
the Maritime Board of Health and is 
concerned with disinfection, deratiza- 
tion, and related tasks. The Maritime 
Board of Health and the Port Health 
Offices collaborate closely with the 
Maritime Division of the State Institute 
of Hygiene in Gdynia as well as with 
the respective branches of the same 
institution in Gdansk and Szczecin. 
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PATHOLOGY OF FOREIGN SEAMEN IN THE 
PORT OF GDANSK 

Gordzialkowski*® points out that by 
comparison with other occupational 
groups the morbidity of seamen is still 
not as well studied as it should be. As a 
contribution to this subject he offers 
information on medical treatment given 
to foreign seamen during 1947 by Har- 
bor Medical Officers and the Harbor 
Dispensary. During 1947, there were 
579 cases registered among foreign sea- 
men. 

Two categories accounted for 65 per 
cent of all the cases. These were vene- 
real disease (233 cases, 40.2 per cent) 
and “mechanical” injuries (146 cases, 
25.4 per cent). As compared with other 
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diseases, the morbidity from venereal 
diseases is greater among younger men 
than among older men. Among the 
causes of “ mechanical”’ injuries, acci- 
dents sustained in the course of work 
account for 75.5 per cent, then come 
intoxication and fights constituting 20.4 
per cent of all injuries. The most fre- 
quent accidents at work are falls on the 
deck or from the deck, from stairs due 
to the list of the ship at sea, and also to 
ice-covered decks. The excessive use of 
alcohol is a serious factor in the pathol- 
ogy of seamen. 


CHANGES IN THE DIABETIC DEATH RATE 
IN FINLAND 

From a medical and public health 
standpoint the countries of northern 
Europe have for many years been a 
source of interesting contributions to 
the literature. Post-war papers continue 
this high standard. 

Vartiainen® discusses changes in the 
diabetic death rate in Finland for the 
period 1927-1945. The number of fe- 
males showed a great increase through- 
out the 30’s, due chiefly to an increase 
in the deaths for the age groups of 50 
years and over. During the period 1941- 
1945 the number of diabetic deaths in 
females was considerably smaller, cor- 
responding roughly to that for 1929- 
1930. The decrease, too, was due to a 
decrease in the older age groups. In 
males, the changes were less marked. 
There is also considerable difference in 
the number of diabetic deaths in differ- 
ent administrative districts of Finland. 
These, however, are difficult to explain. 


IMMUNIZATION AGAINST SCARLET FEVER 

In Finland, immunization against scar- 
let fever has been performed on a large 
scale since 1940 through the Helsinki 
City Hospital for Communicable Dis- 
eases.’ The purpose of these immuniza- 
tions has been to protect against scarlet 
fever the families of patients admitted 
to the hospital. Ojala reports the results 
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based on the records of the Helsinki 
City Hospital for Communicable Dis- 
eases. Two periods of time are con- 
sidered—from 1937 to 1939 when immu- 
nization was not yet performed, and 
from 1940 to 1945 when immunization 
was carried out. In both periods the 
number of persons considered is nearly 
the same (2,855 and 3,025 respectively ). 
When counting the frequency of return 
cases, only patients from Helsinki, who 
numbered 2,180 in the former and 2,489 
in the latter group, were taken into ac- 
count. A new case of scarlet fever that 
occurred in the family of a patient 
within 18 days after he returned home 
was regarded as a return case, provided 
there was no other possibility of infec- 
tion. 

Three different preparations were used 
for immunization: Gabritschewsky vac- 
cine (364 immunized persons), Faragé’s 
antigen (117 persons), and Behring’s 
Scharlach Adsorbat Impfstoff antigen 
(830 persons). The total immunized 
was 1,311. The total number of return 
cases was 128 in the whole group. Of 
these, 75 occurred in the control period 
(1937-1939) and 53 during the immu- 
nization period (1940-1945). The cor- 
responding rates were 3.4 and 2.1 per 
cent. According to the author, other fac- 
tors than immunization could not be 
shown to have reduced the return cases. 


THE PERIOD OF INCUBATION IN TUBERCU- 
LOSIS 

Wasz-Hockert * discusses the incuba- 
tion period in tuberculosis. On the basis 
of 10 cases the conclusion is drawn that 
the period of incubation appears to be 
between 4 and 6 weeks, the mean being 
somewhat more than 5 weeks. Sporadic 
cases with a period of incubation of as 
little as 2 and as long as 8 weeks may 
occur. 


DRINKING WATER AND SEWAGE PROB- 
LEMS IN FINLAND’S CITIES AND TOWNS 
Leppo and Makkonen survey the 
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drinking water plants and sewerage sys- 
tems in Finnish cities and towns.® About 
900,000 people (22 per cent) out of the 
4 million Finnish population live in 
cities, and 150,000 (3.7 per cent) in 
smaller towns. There are about 62,000 
lakes, several large rivers and a few 
rich ground water supplies in Finland. 
Of 35 Finnish cities, 10 use ground wa- 
ter, 11 purified surface water, 5 both 
ground and surface water, while 9 
smaller cities have not yet established 
public water supplies. 

About 80 per cent of the urban popu- 
lation drink water which is adequately 
treated. Treatment is accomplished 
through water treatment plants (in 26 
cities). These are of several types using 
various chemical processes and in most 
cases filtration and chlorination. The 
rest of the urban population drinks water 
from private wells or other water sup- 
plies. 

Various methods used in Finnish wa- 
ter purification plants and _ several 
water-borne epidemics are discussed. 

Among 35 Finnish cities, 31 have sew- 
age disposal systems and 4 have none. 
Among 25 towns, 16 have sewerage sys- 
tems while 9 have none. In 22 cities sew- 
age is treated in septic tanks, while in 
10 cities there is no treatment at all. 
Recently, biological methods have been 
introduced in 4 cities and one town. 
The authors recommend improvements, 
but new legislation and state aid are 
needed to do this. 


MORBIDITY AND ABSENTEEISM DUE TO 
ILLNESS IN HOSPITAL PERSONNEL 

Hauge investigated the of ill- 
ness as a cause of absenteeism among the 
nursing staff, ward attendants, kitchen 
and laundry personnel in the Drammen 
Hospital (Norway). 

The study covered two 5 year periods, 
one before and one after the war (1935- 
1945). The percentage of absenteeism 
through illness among the nursing staff 
was found to be lower than in other oc- 
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cupations in which women are employed. 
Among the ward attendants and the 
kitchen and laundry staff, absenteeistn 
due to illness corresponded, on the whole, 
to what is found among female workers 
in industrial employment. The hospital 
staff is not more liable to illness than 
workers in other occupations. With the 
exception of tuberculosis, communicable 
diseases were not more prevalent among 
the nursing staff than throughout the 
population in general. 


CHLORINATION OF MUNICIPAL WATER 
SUPPLIES 

Schein and Vahlne™ indicate that 
modern developments in water chlorina- 
tion practice, especially in the United 
States, have shown that free chlorine 
residual has a greater efficiency than 
combined chlorine residual. General 
Swedish practice in coagulation plants 
for surface waters with post-chlorina- 
tion to a combined chlorine residual in 
pH ranges above 8 is considered by the 
authors as inadequate. Pre-chlorination 
to a free chlorine residual using the con- 
tact period in the settling basins is sug- 
gested. Eventually this is to be com- 
bined with dechlorination after rapid 
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sand filtration in order to avoid tastes 
and odors of chlorine compounds owing 
to the difficulty of oxidizing entirely or- 
ganic matters present in Swedish surface 


waters. 
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Health Service 

Arnold B. Joseph, 3706 No. Charles St., Apt. 
C-2, Baltimore 18, Md., Student in Sanitary 
Enginering, Johns Hopkins Univ. 

Samuel G. Kalichman, 1914 Parker St., Berke- 


ley 4, Calif., Junior Sanitary Engineer, State 
Dept. of Public Health 

Donald B. Knudson, 11 Scott Crescent, Austin, 
Tex., Senior Engineer, Division of School 
Health Services, State Dept. of Health 

Frank R. Lisciotto, State Department of 
Health, Austin 2, Tex., Junior Asst. Sani- 
tarian, U. S. Public Health Service 

Alan G. Livingston, 820 San Luis Rd., Berke- 
ley 7, Calif., Student, Univ. of California 

Albert A. Marino, 1740 West 49th St., Los 
Angeles 37, Calif., Student, Univ. of Cali- 
fornia 

Leland J. McCabe, Jr., 3045 Grasmere Ave., 
Columbus 11, Ohic, J. A. Sanitary Engineer, 
U. S. Public Health Service 

Robert G. McCall, School of Public Health, 
Univ. of North Carolina, Chapel Hill, N. C., 
On leave of absence as Engineer, West 
Virginia State Health Dept. 

Vinson R. Oviatt, Calhoun County Health 
Dept., Marshall, Mich., Public Health Engi- 
neer 

Eugene A. Port, 1169-A 9th St., Berkeley 6, 
Calif., Sanitarian, Contra Costa County 
Health Dept. 

George W. Reid, S.M., Georgia Institute of 
Technology, Atlanta, Ga., Assoc. Professor 
of Sanitary Engineering and Industrial Hy- 
giene 

Robert S. Shaw, 246 Hawthorne, Princeton, 
N. J., Principal Engineer and Acting Chief, 
Section on Public Health Engineering, State 
Dept. of Health 

Henry T. Walsh, Casilla 2907, Santiago, Chile, 
S. A., Managing Director, T. N. Chambers 
(Engineering Consultant) 

Bernard S. Weintraub, 979 S. Oxford Ave., 
Los Angeles 6, Calif., Student, Univ. of 
California 


Industrial Hygiene Section 

James K. Martins, M.D., John Deere Tractor 
Works, Waterloo, Iowa, Industrial Hygiene 
Physician 

John E. Silson, M.D., 530 East 90th St., New 
York 28, N. Y., Senior Industrial Hygiene 
Physician, State Dept. of Labor 

L. A. Whitaker, M.D., Box 484, Weirton, W 
Va., Chief Surgeon, Weirton Steel Co. 


Food and Nutrition Section 

Lois M. Burman, M-Sc., 820 So. Washington 
St., Alexandria, Va., Nutrition Consultant, 
Bureau of Maternal and Child Welfare, 
D. C. Health Dept. 

Maryrose Jordan, 130 N. Parkside Ave., Chi- 
cago 44, Ill., Nutritionist, Chicago Health 
Dept. 

Olaf Mickelsen, Ph.D., Harwood Rd. 
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Bethesda, Md., Chief Chemist, Nutrition 
Branch, U. S. Public Health Service 

Gertrude T. Odmark, M.A., 25 Tudor City 
Place, New York, N. Y., Nutrition Con- 
sultant, Community Service Society 

Nevin S. Scrimshaw, M.D., Ph.D., Instituto 
de Nutricion de Centro America, Guatemala, 
Guatemala, C. A., Chief, Nutrition Section, 
Pan American Sanitary Bureau 

Gladys E. Strawn, M.S., State Board of Health, 
Raleigh, N. C., Nutrition Consultant 


Maternal and Child Health Section 

Bennett L. Gemson, M.D., 133 Rose Lane, 
New Hyde Park, N. Y., Pediatric Consultant, 
Maternity and Newborn Division, New York 
City Health Dept. 

Juan L. Mella, M.D., Public Health Unit, 
Arroyo, P. R., Public Health Officer 

Jean Pakter, M.D., 176 West 87th St., New 
York, N. Y., Pediatric Consultant, Maternity 
and Newborn Division, New York City 
Health Dept. 

Ruth N. Sedan, 149 Madison Ave., New York 
16, N. Y., Editor, Baby Talk 

Dorothy Taylor, A.M., State Dept. of Health, 
Charleston, W. Va., Medical Social Con- 
sultant, Division of Maternal and Child 
Health 


Public Health Education Section 

Hilde W. Beaty, 93 Seward, 412, Detroit 2, 
Mich., Student, School of Public Health, 
Univ. of Michigan 

Mrs. Vera M. Epstein, Holyoke Tuberculosis 
Assn., 326 Appleton St., Holyoke, Mass., 
Exec. Secy. 

Kenneth J. Feldman, V.M.D., 243 Bay 23 St., 
Brooklyn, N. Y., Veterinary Meat Inspector, 
Bureau of Animal Industry, Dept. of Agri- 
culture 

Harry V. McNeill, Ph.D., 125 East 26th St., 
New York 10, N. Y., Consultant in Clinical 
Psychology, Regions I and II, U. S. Public 
Health Service 

Philip H. Roberts, M.A., 161 East 206th St., 
New York 58, N. Y., Health Inspector, New 
York City Health Dept. 

E. Nancy Scramlin, R.N., M.A., 1125 Circle 
Tower, Indianapolis, Ind., Exec. Secy., 
Indiana State Nurses Assn. 

>. D. Van Houweling, D.V.M., 600 S. Mich- 
igan Ave., Chicago 5, Ill., Director, Profes- 


~ 


sional Relations, American Veterinary 
Medical Assn. 
Dorothy Whyte, 107 West 11th St., New 


York 11, N. Y., Director, Editorial Bureau, 
Metropolitan Life Insurance Co. 

John K. Williams, 1912-8th Ave., So., P. O. 
Box 2591, Birmingham, Ala., Director, Bu- 
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reau of Health Education, Jefferson County 


Health Dept. 


Public Health Nursing Section 

Sister Agnes Miriam, M.S., Georgetown Univ., 
35th & Prospect Ave., N. W., Washington 7, 
D. C., Dean, School of Nursing 

Virginia Arnold, R.N., MS., 109 Joliet St., 
S. W., Washington, D. C., Exec. Asst., Divi- 
sion of International Health, U. S. Public 
Health Service 

Dorothy L. Barfield, Health Dept., Dalton, 
Ga., Supervising. Nurse, Murray-Whitfield 
Health District 

Pearl Bayne, R.N., State Department of 
Health, 111 Dean St., Woodstock, IIl., Super- 
vising Nurse 

Jean C. Beechert, R.N., P. O. Box 251, Sparta, 
Wis., District Advisory Public Health Nurse, 
District 4, State Board of Health 

Eleanor R. Bloom, R.N., 629% W. Lawrence 
Ave., Charlotte, Mich., Public Health Nurse, 
Eaton County Health Dept. 

Helen Chesterman, R.N., 2324 Funston Ave., 
San Francisco 16, Calif., Asst. Director, 
Bureau of Public Health Nursing, City 
Health Dept. 

Mary M. Clark, R.N., Box 14, Kopperston, 
W. Va., Plant Nurse, Eastern Gas & Fuel 
Assn. 

Elizabeth P. Colmers, R.N., 25 East 11th 
St., New York 3, N. Y., Head Nurse, Medi- 
cal and Health Service, United Nations 

Catherine J. W. Dotson, R.N., 312 So. Ver- 
mont, Columbus, Kans., Public Health Nurse, 
Cherokee County Health Dept. 

Esther E. Doyle, R.N., 1916 W. Lunt Ave., 
Chicago 26, Ill., Public Health Nurse and 
District Supervisor, Cook County Dept. of 
Public Health 

Minnie B. Hamilton, R.N., Grantsville, W. Va., 
Public Health Nurse, Calhoun County 
Health Dept. 

Louise Hayward, 175 Jay St., Albany, N. Y., 
Public Health Nurse, Consultant in Physical 
Therapy, State Dept. of Health 

Marian R. Iannello, R.N., 325 Fourth St., 
Buffalo 1, N. Y., Area Supervisor of Welfare 
Institutions and Agencies, State Dept. of 
Social Welfare 

Ethel Kersey, R.N., Episcopal Hospital, Phila- 
delphia 25, Pa., Public Health Nursing 
Instructor and Supervisor, Out-Patient Dept. 

Ruth Kirk, R.N., 806 West Third St., Sterling, 
Ill., Public Health Nurse, Whiteside County 
Sanatorium Board 

Jane C. Macdonald, M.A., 3141 Muirfield Rd., 
Toledo, Ohio, Field Nurse Consultant, State 
Dept. of Health 

Laura MacKris, R.N., 123 Joline Ave., Long 
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Branch, N. J., Head Nurse, Military and 
Industrial Dispensary, 3151st Electronics 
Group, Watson Laboratories, AMC 

M. Lynette Mann, R.N., Anchorage Health 
Center, Anchorage, Alaska, Public Health 
Nurse 

Mary J. Yardley, M.N., Florence County 
Health Dept., Florence, S. C., Senior Asst 
Nurse Officer, U. S. Public Health Service 


Epidemiology Section 

Harry F. Dowling, M.D., 2111 Bancroft Place, 
N. W., Washington 8, D: C., Clinical Profes 
sor of Medicine, George Washington Univ. 

Eriberto Echezuria-Serrano, M.D., M.P.H., 
Ministry of Health and Social Welfare, 
Caracas, Venezuela, S. A., Medical Chief, 
Epidemics Control Section 

Leon L. Gardner, M.D., M.A., 1510 Van 
Buren St., N. W., Washington 12, D. C., 
Lecturer in Physiology, American Univ. 

C. Henry Kempe, M.D., Univ. of California 
Medical School, San Francisco 22, Calif., 
Instructor in Pediatrics 

Anibal Osuna, M.D., Ministry of Health and 


Social Welfare, Caracas, Venezuela, S. A., 
Asst. Chief of Epidemiology and Vital 
Statistics 


School Health Section 

Martha Branscombe, Ph.D., 848 North Dear- 
born St., Chicago 10, IIll., Director, Elizabeth 
McCormick Memorial Fund 

J. Howard Burns, M.D., 59 Dundalk Ave., 
Dundalk 22, Md., Physician 

Herman QO. Marshall, M.A., 519 West 143 St., 
Apt. 51, New York 31, N. Y., Student in 
Health Education, Teachers College, Colum- 
bia Univ. 

Elena M. Sliepcevich, M.A., Springfield College, 
Springfield, Mass., Asst. Professor of Health 
Education 


Dental Health Section 

Martin H. Berman, D.D.S., 2 Whitney Ave., 
Floral Park, N. Y., Dentist 

Cellock B. Dreizen, D.DS., Dept. of Health, 
30 Church St., New Rochelle, N. Y., Dentist 

Cloyd S. Harkins, D.DS., Fulton Bldg., 
Osceola Mills, Pa., Dentist 

Heiner Hoffman, D.M.D., M.Sc., 230 Midland 
Ave., Columbus 4, Ohio, Research Fellow 
and Graduate Student, Ohio State Univ. 

Milton Lisansky, D.D.S., 130 Washington Ave., 
North Haven, Conn., Supervisor-Operator, 
Dental Clinic Society of New Haven 

Barbara G. Luckmann, D.H., 2420-16th St., 
N. W., Washington, D. C., Dental Hygienist, 
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Bureau of Dental Services, D. C. Health 
Dept. 

Mary L. Porter, D.H., 903 South Seventh St., 
Springfield, Ill., Dental Hygienist, Morgan 
County Health Dept. 

Douglas J. Sanders, D.D.S., 1008 Walnut St., 
Cairo, Ill, Dental Director, Alexander- 
Pulaski Bi-County Health Dept. 

H. I. Wilson, D.D.S., 639 Insurance Exchange 
Bldg., Des Moines 9, Iowa, Exec. Secy., Iowa 
State Dental Society 


Medical Care Section 

Edith J. Burtt, 64 Willett St., Albany, N. Y., 
Chief, Medical Social Service Section, State 
Dept. of Health 

Donald W. Cowan, M.D., MS., Students’ 
Health Service, Univ. of Minnesota, Min- 
neapolis, Minn., Assoc. Professor of Public 
Health and Asst. Director, Students’ Health 
Service 

Daniel Fine, Box 76, Yale School of Medicine, 
New Haven, Conn., Medical Student 

Kenneth R. Fourcher, M.D., 30 Rockefeller 
Plaza, Rm. 2400, New York 20, N. Y., Assoc. 
Medical Director, Standard Oil Co., (N. J.) 

John B. Gramlich, M.D., 2605 Capitol Ave., 
Cheyenne, Wyo., Practising Surgeon 

Jonas Silver, M.D., 201 Linden Blvd., Brook- 
lyn 26, N. Y., Medical Inspector, New York 
City Board of Education 


Unaffiliated 

Marjorie V. Butler, 64514 East Madison, Okla- 
homa City 5, Okla., Records Consultant to 
Local Health Departments, State Dept. of 
Health 

Howard Cadwell, M.D., 600 West 163rd St.. 
New York 32, N. Y., Student, School of 
Public Health, Columbia Univ. 

Joseph L. Campbell, M.D., Veterans Adminis- 
tration Hospital, Butler, Pa., Manager and 
Medical Administrator 

Walter J. Dawson, Jr., St. Luke’s Hosp., 915 
E. First St., Duluth, Minn., Administrative 
Resident 

Dorothea L. Dolan, M.A., 227 New Bern Ave., 
Raleigh, N. C., Psychiatric Social Work 
Consultant, Region III, U. S. Public Health 
Service 

Martin J. Gerber, 18-B Navy Homes, Pasco. 
Wash., General Sanitarian, Benton-Franklin 
District Health Dept. 

Daniel W. McKinley, D.O., 24905 Gratiot St., 
East, Detroit, Mich., Osteopathic Physician 
Morris Shiffman, D.V.M., M.P.H., 2619 North 
10th St., Milwaukee 6, Wis., Food and Milk 

Sanitation Supervisor, City Health Dept. 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking qualified public health 
personnel and for those seeking positions in public health. 
his is a service of the Association conducted without expense to the employer or 


employee. 


POSITIONS AVAILABLE 


Health Officer, 
miles west of Chicago. 
per month travel allowance. 
system; three weeks vacation; 
sick leave. Write: President, 
Board of Health, Dixon, III. 


county of 35,000, 100 
Salary $7,200, $65 
Retirement 
two weeks 
Lee County 


Dental Operators. Several part-time 
positions in Cincinnati Schools. Maximum 
salary $4,754. Vacation, sick leave, re- 
tirement. Write: Oral Hygiene Services, 


Fourth & Ludlow Streets, Cincinnati 2, 
Ohio. 


Directors Tuberculosis Control and 
Chronic Disease Sections. Qualifications 
for both positions: Least 3 years experi- 
ence, including some experience in public 
health; graduates of approved medical 
schools. At time of appointment or within 
three years thereafter must have one year 
graduate training in public health. Pro- 
posed salary $8,400-$9,600. Vacation, sick 
leave, retirement. Write: Harold M. 
Erickson, M.D., State Health Officer, 
1022 S. W. 11th Avenue, Portland 5, Ore. 


Chief, Bureau of Preventive Medical 
Services. San Diego County Department 
of Public Health. Salary, $7,392-$7,764. 
Assume responsibility for the organization 
of a county-wide program of preventive 
medical services. Requirements: M.D., 
internship, M.P.H., or one year public 
health experience, plus one year experi- 
ence in communicable disease control, 
and an additional year of public health 
experience. That year can be substituted 
by two years professional experience in 
ay service. Room 402, Civic Center, 
San Diego 1, Calif. 


County Health Officer. Full-time. Sal- 
ary open, but not less than $7,500. Popu- 
lation 40,000. Car furnished, travel 
allowance, retirement plan, vacation and 
sick leave. Qualifications: Graduate of 
recognized school of medicine. One year 
of rotating internship; eligible for medical 
licensure in Minnesota; three years ex- 


in the field of education, public relations, 
or health. Salary, $3,864. Write: Bureau 
of Personnel, State Capitol, Madison, Wis. 


Veterinarian for Meat Inspector to 
make anti-mortem and post-mortem ex- 
aminations of animals for human con- 
sumption. Must be graduate of school of 
Veterinary Medicine and possess license 
to practise in Michigan or have reciprocal 


registration. Write: Secretary, Personnel 
Advisory Board, City Hall, Saginaw, 
Mich. 

Health Education Consultant for city- 
county health department. Requirements: 
master’s degree in health education and 
one year full-time experience in a local 
health department or voluntary health 


organization involving community organ- 
ization. Salary, $3,300-$4,260 with sick 
leave and annual leave. Write: Director 
of Health, State Department of Health, 
Charleston 5, W. Va. 


Supervising Sanitarian in populous 
county near Washington, D. Salary 
$4,000-$4,400, plus travel. B.S. degree 
preferred; experience desirable. Box §S-3, 


Employment Service, A.P.H.A. 


Psychiatric Social Worker as manager 
of a beginning child guidance clinic in a 
college city of 100,000 population having 
full community support and codperation. 


Graduation in social work and one year 
in a child guidance clinic required. Ex- 
perience in play therapy preferred. En- 


trance salary $4,000. Write: Personnel 
Administrator, State Department of Pub- 
lic Health, Atlanta, Ga. 


Industrial Hygiene Engineer. Salary, 
$4,260-$5,280. Qualifications: Graduation 
from accredited college with specialization 
in chemistry, sanitary engineering, civil 
engineering, or mechanical engineering. 
One year of practical experience in indus- 
trial hygiene required. Must have own 
car for which mileage allowance for duty 


perience in public health or one year travel is provided. Write: Roy O. Gilbert, 
graduate training in recognized school of M.D., Health Officer, Los Angeles County 
public health, plus one year public health Health Department, 808 North Spring 
experience. Write: Edward McKeever, Street, Los Angeles, Calif. 
Chairman, St. Louis County Board of 
Health, Court House, Duluth 2, Minn. Industrial Hygiene Engineer. Federal 
Civil Service job with rating of GS-12 
Public Health Educator II. Three (old P-5), salary range $6,400-$7,400. 
vacancies. Requirements: graduate study Write: Dr. Lynn F. Hollis, Chief, Indus- 
[359] 


360 


trial Medical Service, Tinker Air Force 


Base, Oklahoma City, Okla. 


Sanitary Engineer for Bi-County Train- 
ing Center. Applicants should have suc- 
cessful experience in County Health De- 


partment sanitation and _ should be 
prepared to stay for some years. Salary, 
$5,000-$6,000. Write: Dale E. Scholz, 
M.D., Health Officer, Lawrence-Wabash 


County Health Department, Court House 
Annex, Mt. Carmel, IIl. 


Public Health Physician for field office 
of State Health Department, southern 
Illinois location in University town. Sal- 
ary $5,760-$7,656 with possibility for pro- 


motion for highly capable individual. 
Civil Service and Retirement System. 
Write: Roland R. Cross, M.D., Director, 
State Department of Public Health, 
Springfield, Ill. 

Public Health Physician as Medical 
Director of Bi-County Health Depart- 
ment in Southwestern Illinois. Reason- 
able Salary. Write: Mr. Lloyd Cannon, 
Secretary, Alexander-Pulaski Bi-County 


Board of Health, Cairo, III. 


Public Health Physician as Health Offi- 
cer of new single County Health Depart- 
ment beginning July 1. Some knowledge 
of tuberculosis clinic work preferred. 
Population 20,000. Salary $7, 200-$9,000. 
Qualified health officer may start above 
minimum. Write: G. Alzeno, D.D.S.., 
President, JoDaviess County Board of 
Health, Stockton, III. 


Physician. Young man as Assistant Di- 
rector in tuberculosis clinical research 
project in Philadelphia. Study of clinical, 
x-ray, bacteriological and epidemiological 


aspects of tuberculosis control. Affiliated 
agencies: Temple University School of 
Medicine, U. S. Public Health Service, 


and Philadelphia Department of Tuber- 
culosis. Daytime hours. Salary $5,000- 
$6.000. Write: Central Cooperative Clinic, 
agg W. Ontario Street, Philadelphia 40, 


Supervisor of Public Health Nurses. 
County Health Department; generalized 
public health nursing program. 40,000 
population. 15 days vacation. 40 hour 
week. Qualifications: Bachelor’s Degree: 
Registered nurse from a school recog- 
nized by Colorado State Board of Nurse 
Examiners; 1 year’s study in public health 
nursing; 3 years experience. Salary good. 
Travel allowance. Write: Margaret E. N 
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County 
Grand 


Mesa 
Health, 


Director, 
Public 


Beaver, M.D., 
Department of 
Junction, Colo. 


Nurse with public health training. Be- 
ginning salary $3,658. Car furnished, 
permanent tenure, vacation and sick leave, 
five day week. Write: Civil Service 
Board, City Hall, Dearborn, Mich. 


Health Department Nurse to work in 
secondary school of approximately 1,000. 
Starting salary $2,500; car necessary; 7¢ 
per mile. State age, education, experience. 
Write: Fairfield Health Department, 413 
South Benson Road, Fairfield, Conn. 


Public Health Nurse for generalized 
program in county of 35,000. 100 miles 
west of Chicago. Salary $2,820 with $65 
per month travel allowance. Two weeks 
sick leave. Retirement system. Write: 
President, Lee County Board of Health, 
Dixon, III. 


Public Health Nurses with certificate 
and year experience. Government field 
work Southwestern Oklahoma. Salary 
$3,600, 40 hour week, one month vacation, 
sick leave, automatic promotion every 
twelve months, retirement system, dis- 
ability compensation, automobile and 
travel expense furnished. Write: Lester 
J. Kantor, M.D., P.O. Box 139, Lawton, 
Okla. 


General Nursing Supervisor in agency 
employing 22 nurses doing generalized 
public health nursing, physical therapist, 
educational director, and administrative 
director. Retirement plan; five day week. 
Preparation and experience in public 
health nursing supervision required. Sal- 
ary open. Public Health Staff Nurses— 
Salary $2,520-$3,180. Write: Miss Sophie 
Fevold, Director, Public Health Nursing 
Association, 105 City Hall, Des Moines 9, 
Ta. 


Staff Nurses for generalized public 
health nursing program in city of 35,000 
population. Vacation, sick leave, five day 
week, car furnished for official work. Be- 
ginning salary $3,300 for nurse with de- 
gree in public health nursing. Write: 
Director, Public Health Department, 
P. O. Box 486, Oak Ridge, Tenn. 


Public Health Nurses in a joint city- 
county health department. Population 
250,000. Salary $2,520-$3,000. Car allow- 
ance. Retirement, vacation and sick leave. 
Write: Personnel Office, City Building. 
Wichita, Kan. 
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ANNOUNCEMENTS 
Opportunities in World Health Organization 


The World Health Organization is recruiting for staff positions as follows: 
urses, General Recruitment 

Chief, Section on Public Health Organization 

Medical Officer, Public Health Organization (Asst. Chief of Section) 
WHO reimburses employees for federal income tax paid on WHO salaries. Salaries and allowances given 
in terms of employment can be considered as tax free. 
Additional information may be obtained from Dr. Fred L. Soper, Regional Director, World Health Organ 
ization, 2001 Connecticut Avenue, N.W., Washington 8, D. C. 


Opportunities in New Mexico 


The New Mexico Merit System is announcing unassembled examinations for the following positions in the 
Department of Public Health: 


Position Annual Salary 
State Milk Sanitarian $3,600—4,680 
Senior bacteriologist-serologist 3,600-4,680 
Senior Assistant Bacteriologist-serologist 3,000-3,900 
Junior bacteriologist-serologist 2,400-2,920 
Public health nurse 2,400—2,920 
Graduate nurse 2,040—2,580 
X-ray PF Operator 2,400-2,920 


No written examination will be given, but training and experience will be evaluated. A car is necessary 
for all nursing positions. 
For application forms write to: Merit System Supervisor, Box 939, Santa Fe, N. M. 


Fellowship Opportunities for Physicians Offered by National Foundation for 
Infantile Paralysis 


1. The National Foundation for Infantile Paralysis is offering fellowships to physicians for one academic 
year of study leading to a Master of Public Healt degree at a school of public health approved by the 
American Public Health Association. Eligibility requirements include United States citizenship, gradua- 
tion from an approved school of medicine, completion of an interneship of not less than one year, license 
to practise medicine in one or more states. 

Financial benefits are flexible and will be arranged according to individual needs. Candidates will be 
selected competitively by the Committee on Fellowships in Public Health. In accepting a fellowship 
each recipient must agree to work as a public health officer in a state or local health department in the 
United States or its territories for at least two years. 

Additional information and applications may be obtained from er a ey Education Division, the 
National Foundation for Infantile Paralysis, 120 Broadway, New York 5 , A 
. The National Foundation for Infantile Paralysis is offering one to three year clinical fellowships im 
physical medicine to physicians who wish to prepare for certification by the American Board of Pre- 
ventive Medicine. Eligibility requirements include United States citizenship, graduation from an ap- 
proved school of medicine, completion of interneship of not less than one year, license to practise medicine 
in one or more states. Fellowships are limited to those of 40 years of age or less. Financial benefits 
are flexible and will be arranged according to individual needs. Candidates will be selected competitively 
by the Committee on Fellowships in Physical Medicine. In accepting a fellowship each recipient must 
agree to practise as a specialist in physical medicine in the United States or its territories for a minimum 
of two years, and must have completed three years of clinical study. Both of these requirements are 
necessary to qualify for Board certification. 

Additional information and applications may be obtained from Professional Education Division, the Na- 
tional Foundation for Infantile Paralysis, 120 Broadway, New York 5, . 3 


N 


POSITIONS WANTED 


Statistician, woman, M.P.H. 2% years Public Health Physician with experi- 
Statistical professional experience in off- ence as city health officer and training in 
cial health agency in diversified functions. venereal disease control and industrial 
Previous experience in health departments medicine. Considerable clinical experi- 
and educational work. Interested in posi- ence, interested in opportunity as health 
tion in official or voluntary agency in- officer or _ specialized public health 
cluding program analysis and research. work. Box Ph-16, Employment Service, 
Box St-3, Employment Service, A.P.H.A. A.P.H.A. 
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Advertisement 


All communications should be sent to Burneice Larson, Medical Bureau, Palmolive 
Building, Chicago 11, 


Opportunities Available 


WANTED—(a) Medical director; state program 
ior crippled children; considerable traveling; head- 
yuarters in college town of 30,000. (b) Chairman 
of department of preventive medicine; teaching 
experience required; university medical school; 
West. (c) Young woman physician; student health 
appointment; women’s college; academic rank of 
assistant professor of hygiene; East. (d) Public 
health specialist to divide time between teaching 
public health and preventive medicine in medical 
school and carrying out administrative duties in 
city-couniy health department; university medical 
center, South. (e) Public health physician to 
organize and develop public health service for city- 
county health department; headquarters in college 
town of 40,000; woman eligible; Middle West. (i) 
Director of tuberculosis control and, also, assistant 
health officer; large eastern city, university medical 
center; outstanding men required. (g) Director of 
maternal and child health department having staff 
of 200; university medical center; West. (h) Pub- 
lic health physician to direct health department and 
school program in community of 35,000; Ohie. (i) 
Student health physician to organize and direct 
department now being serviced by part-time physi- 
cians; liberal arts college, 3,500 students; South- 
east. (j) County health officer; health department 
established over twenty-five years; community, 
40,000, Minnesota. PH3-2. 


WANTED—(a) Two health educators; one posi- 
tion involves considerable traveling ; other concerned 
principally with editorial work, research; university 
town; Midwest. (b) Health educator; metropolitan 
department of health; headquarters in university 
town. (c) Chief of division of sanitation; county 
health department, metropolitan area of East. (d) 


Opportuni 


Young woman physician is available for teaching 
or administrative post in health and physical educa- 
tion; B.S. (Physical Education) ; M.A. (Education) 
ten years’ teaching experience in physical and 
health education before entering medical school. 


Public health physician; Master’s in Public Health, 
Johns Hopkins; five years, county health officer; 
six years, director, metropolitan department of 
health; certified by American Board of Preventive 
Medicine and Public Health. 


Bacteriologist; several bacteriologist, state 
health department; recently received Master’s de- 
gree in Public Health Bacteriology; well trained in 
virology, serology. 


years, 


Public health dentist qualified in children’s den- 
tistry; B.A., D.D.S., M.A., Ph.D., leading schools; 


Public health engineer; metropolitan health depart- 
ment; considerable traveling; university city; Mid- 
west. (e) Health educator to direct industrial 
health service; duties: promoting better health 
facilities in industry; metropolitan health agency; 
East. (f) Health educator to serve 2s curator of 
education; ability to organize community programs, 
conduct conferences, institutes required; man pre 
ferred; large city, university medical center. 


WANTED—PUBLIC HEALTH NURSES: (a) 
Director of Public Health nursing and, also, senior 
public health nurse, city health department, United 
States dependency; tropical climate. (b) School 
nurse, public schools; beautiful suburb, Midwestern 
metropolis; public school experience desirable. (c) 
Consultant nurse in mental hygiene, state depart- 
ment of health. (d) Public health nurse adminis- 
trator to direct city-county health unit with medical 
clinics for care of indigents; department operated 
jointly by health department and medical society; 
should be qualified to direct staff of 17; college 
town of 100,000, Midwest. (e) School nurse to 
take charge of dispensary and direct program in 
school for boys, near Chicago. (f) Public health 
nursing administrator to serve as consultant and 
health educator state health department; consider- 
able traveling; headquarters in fashionable winter 
resort town, South. (g) Public health supervisor 
and, also, staff nurses; city-county health depart- 
ment; college town, California. (h) College nurse; 
liberal arts college; quarters available on campus; 
September appointment; East. (i) Director of 
public health nursing program; experience in direct- 
ing generalized program required; Eastern univer- 


sity. PH3-3. 


ties Wanted 


year’s residency, children’s dentistry; teaching ex- 
perience; research has been particularly concerned 
with administrative and educational programs in 
connection with children’s dental programs in under- 
developed areas. 


Public health nurse administrator; B.S. (Educa- 
tion); MPH; four years, consultant in public 
health and school nursing, metropolitan health 
department; past several years, director, health 


education program, county health department. 


Health educator; MPH, Harvard School of Public 
Health; several years, statistician; eight years, 
health educator, state department of health. 


(For further information regarding these candi- 
dates, please write Burneice Larson, The Medical 
Bureau, Palmolive Building, Chicago 11, IIl.) 


==> 
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WORLD HEALTH ORGANIZATION IN 1949 

WHO started 1949 with 57 and closed 
the year’s books with 67 member na- 
tions. At the end of the year also it had 
three regional offices; at New Delhi for 
Southeast Asia; at Alexandria, for the 
Eastern Mediterranean; at Washington, 
for the American Continents; and had 
plans for regional offices for Europe, 
Africa, and the Western Pacific. Further, 
it had field offices in China and Ethiopia 
and an Epidemiological Intelligence Sta- 
tion at Singapore. Its staff, representing 
41 nationalities, numbered nearly 400. 
It was also able to announce that the 
world’s death rate had reached the lowest 
figure in recorded history, with the 
greatest improvement in longevity shown 
in Latin countries of Europe and 
America. The organization also com- 
pleted plans to have permanent head- 
quarters in the Palais des Nations in 
Geneva. 

Among the emergencies met during 
the year were typhus in Afghanistan to 
which DDT and vaccine were sent, as 
well as two experts to help organize 
control work. Iron lungs were sent by 
air to Bombay, on India’s request, when 
a polio outbreak occurred there. The 
WHO received a Cholera Memorial 
Medal from the Egyptian Government 
for its aid in the cholera outbreak of 
late 1948. 

Among other activities were: 

Preparation of the first International 
Pharmacopoeia for 1950 publication. 

Second World Health Assembly held in 
Rome which adopted a regular budget of 
$7,500,000 and an additional $10,000,000 re- 
quested as voluntary contributions from mem- 
ber states and elected as chairman of its 
Executive Committee Sir Arcot L. Mudaliar, 
Vice-Chancellor of Madras University, India. 

A basic international mental health pro- 
gram was drafted by the WHO Expert Com- 
mittee in this field and the Philippines became 
the first country to request assistance in 


establishing an up-to-date mental health organ- 
ization. 

Joint planning with the Food and Agricul- 
tural Organization for increasing world food 
production by combating diseases, particularly 
malaria and for raising nutrition standards in 
pellagra, kwashiorkor and endemic goiter areas 

Malaria control programs in many parts of 
the world, including 800,000 Arab refugees 

The international program ef CG vac 
cination in codperation with UNICEF and the 
Scandinavian Red Cross Societies was com 
pleted in two countries, begun in 14 others, 
and reached 18 million children. 

Venereal disease control campaigns were 
carried on in many countries—a team of 
American and Norwegian specialists sent to 
India where a training center is being devel- 
oped; a VD contrel project for the Rhine 
River area which includes 5 nations; a team 
that studied control methods in the United 
States; plan for eradication of yaws and 
syphilis in Haiti and Santo Domingo; and 
plans for extending the Brussels Agreement 
of 1924, which is the only international healt! 
regulation for venereal diseases. 

By mid-January, 1950, more than one- 
quarter of the 1949 budget of the organ- 
ization was in default, mostly from the 
contributions of smaller nations. The 
shortage of more than $1,000,000, was 
expected to be made up from late con- 
tributions. The Executive Board asked 
that renewed efforts be undertaken to 
insure that relations with WHO be re- 
sumed by the Soviet Union, Byelorussia, 
the Ukraine, and Bulgaria which last 
year had announced that they would no 
longer be members. Under its constitu- 
tion, WHO cannot recognize the with- 
drawal of member states and must con- 
tinue certain services for such countries 


THE DENTAL HYGIENIST FUNCTION 

“ For many years the desirability of 
increasing the scope of the service which 
auxiliary aids may render in the field 
of dentistry has been a debatable subject. 
No evidence, however, has been avail- 
able to support the contentions of vari- 
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ous groups concerning this question.” 


In an effort to provide concrete evidence 
on this subject, the Massachusetts State 
Department of Health has undertaken, 
as a research project, a 5 year program 
of training dental hygienists. Authority 
for this program is included in an Act 
passed by the 1949 State Legislature. 
It provides that no state funds shall be 
appropriated but authorizes applications 
for grants from the U. S. Children’s 
Bureau. The State Health Commissioner 
is authorized to terminate the program 
at any time within the 5 years if he 
thinks it is not progressing satisfactorily. 
The “ feminine personnel” as the Act 
has it, are being trained at the Forsyth 
Dental Infirmary under the direction of 
Dr. Howard M. Marjerison, and the 
clinical supervision of Dr. Charles Hatch, 
both of the Infirmary staff. Serving as 
liaison between the infirmary and the 
department is Dr. William D. Wellock, 
dental director of the State Health De- 
partment. Chief of a group of consultants 
is Dr. William H. Griffin, dental director 
of Boston’s City Health Department. 


TESTIMONIAL TO DR. STEINHAUS 

A testimonial dinner honoring Dr. 
Arthur H. Steinhaus, professor of physi- 
ology, George Williams Cellege, will be 
given Saturday evening, March 11, in 
the College gymnasium at 6:00 P.M. 
Part of the annual homecoming celebra- 
tion of the College jointly sponsored by 
the trustees, faculty, and alumni, the 
meeting will provide an opportunity to 
pay tribute to Dr. Steinhaus for his 30 
years of service to the college and to the 
nation, particularly in the field of health 
and physical education. All friends of 
Dr. Steinhaus are cordially invited to 
attend and to send greetings, which will 
be compiled in a permanent record for 
Dr. Steinhaus. Dr. Steinhaus has been 
a member of the American Public Health 
Association since 1944, becoming a Fel- 
low of the School Health Section in 1949. 
W. Brewer Grant, director of develop- 
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ment, George Williams College, Chicago 
15, is in charge of arrangements. 


WATER RESOURCES COMMISSION 
President Truman has appointed a 
temporary Water Resources Commission 
to study the problem of federal partici- 
pation in water resources projects and 
to recommend a coodrdinated long-term 
policy of conservation. The Commission 
will deal principally with the water prob- 
lems of the West. However, the current 
water shortage in New York City was 
also indicated as the type of problem 
which the Commission would study. The 
President has asked the Commission to 
complete its work by December 1, 1950, 
but to make interim recommendations 
on urgent issues for action by the present 
session of Congress. Members of the 
Commission are: 
Morris L. Cooke, engineer, Philadelphia, Chair- 
man 
Paul S. Burgess, dean, College of Agriculture, 
University of Arizona 
Lewis W. Jones, president, University of 
Arkansas 
Samuel B. Morris, Department of Water and 
Power, Los Angeles 
Leland D. Olds, former member, Federal Power 
Commission 
R. R. Renne, president, Montana State College 
Gilbert White, president, Haverford College, 
Pennsylvania 


TWO RECEIVE HIGHEST CUBAN AWARD 

Two American nutrition experts re- 
ceived the Orden le Carlos Manuel de 
Cespedes decoration, highest award of 
the Cuban Government, Monday, Janu- 
ary 23, with ceremonies in Havana. 
They are Dr. Tom D. Spies, professor 
of nutrition and metabolism and chair- 
man of the department in Northwestern 
University’s Medical School, honored for 
his contributions to the field of nutri- 
tional deficiency diseases, and Dr. Robert 
R. Williams, chemist, for his work in 
isolating vitamin B, and producing it 
artificially. The decoration was created 
in 1926 in honor of Carlos Manuel de 
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Cespedes, first President of Cuba. It is 
given to a Cuban ora foreigner who has 
done outstanding work of a humanitarian 
nature for the Cuban people. 

At the same time announcement was 
made of a campaign by a group of busi- 
ness and professional leaders interested 
in furthering Dr. Spies’s work, to create 
a world center for nutritional research 
in Chicago, under the auspices of North- 
western University and the Spies Com- 
mittee for Clinical Research. There Dr. 
Spies will direct research on the effect of 
diet in the treatment and prevention of 
the degenerative diseases of old age; the 
relationship between malnutrition and 
infection; and other problems dealing 
with nutritional diseases. 


VIRUS AND RICKETTSIAL REGISTRY 

A registry has been established with 
an available stock of documented viral 
and rickettsial agents. Through generous 
codperation and contributions by numer- 
ous investigators, prepared specimens of 
selected viruses and rickettsiae are ready 
for distribution through the American 
Type Culture Collection, 2029 M St., 
N. W., Washington 6, D. C. A catalogue 
of the agents available with their his- 
tories, costs, methods of shipment, and 
other pertinent data may be obtained 
from the ATCC upon request. 


LIP READING SCHOLARSHIP 

The American Hearing Society an- 
nounces an annual $100 scholarship for 
a prospective teacher of lip reading to 
the hard of hearing. The scholarship 
winner may train in any course accep- 
table to the Teachers’ Committee of the 
Society. Prerequisites for application 
are college graduation with a major in 
education, psychology, or speech, as well 
as professional lip reading training, and 
a pleasing personality without “ unpleas- 
ant mannerisms.” Applications must be 
filed between March 1 and May 1, 1950, 
and the scholarship must be used within 
a year after the award is made. Apply 
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Rose V. Feilbach, Chairman, Teachers’ 
Committee, 1157 No. Columbus St., 
Arlington, Va. 


PENNSYLVANIA EXPANDS PROGRAM 

An expansion of the program of teach- 
ing and service in the field of preventive 
medicine has been announced at the 
University of Pennsylvania, Philadel- 
phia, by Dr. Harold E. Stassen, Presi- 
dent, who indicated that special emphasis 
is to be placed on industrial medicine 
and on maternal and child health. 

The appointment of John P. Hubbard, 
M.D., to be George S. Pepper Professor 
of Public Health and Preventive Medi- 
cine and Chairman of the Department 
of Public Health and Preventive Medi- 
cine in the University’s School of Medi- 
cine was announced. Dr. Hubbard, who 
is a graduate in medicine of Harvard, 
1931, studied public health methods in 
Europe and Japan as a Rockefeller 
Traveling Fellow in Pediatrics and Pub- 
lic Health. Following a period of pedi- 
atric practice, teaching and research at 
the Children’s Hospital, Boston, he 
served in the U. S. Army as a Colonel 
in the Medical Corps on commissions in 
France and Denmark. Following the 
war Dr. Hubbard became Director of 
the Study of Child Health Services of 
the American Academy of Pediatrics 
which was recognized with a Lasker 
Award of the American Public Health 
Association in 1949, 


HOME NURSING INSTRUCTION CHANGES 

The American Red Cross has made 
several changes in its home nursing in- 
structional program. These changes fol- 
low upon recent changes in medical 
practice such as shortening the period of 
hospitalization for many types of illness 
and the intensification of treatment, par- 
ticularly home care, of chronically ill 
patients. 

The former course in home nursing 
has been divided into two courses: Home 
Care of the Sick and Mother and Baby 
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Care. The former may now be taught 
by selected non-nurse instructors who 
have had training under a nurse instruc- 
tor; the latter is taught only by nurse 
instructors. 

The National Red Cross first offered 
instruction in home care of the sick and 
in mother and baby care to home mak- 
ers, school and college students, and 
other groups in 1914. In the 36 years 
of the program more than 3,000,000 
certificates have been issued to persons 
completing such courses. 


GRAND COULEE ANIMAL DISEASES 

The 87,000 acre tract of land in Grant 
County, Washington, to be opened by 
the Grand Coulee Dam development is 
the object of what is called a “ before 
and after study ” of wild life and animal 
diseases. Through irrigation the area is 
expected to be a thickly populated farm- 
ing region by 1952. The study will at- 
tempt to determine the extent of animal 
diseases that are transferable to man. 
By a knowledge of conditions before the 
area is developed, an accurate check on 
diseases brought in by settlers will be 
possible. W. R. Giedt, M.D., epidemi- 
ologist of the Washington State Health 
Department, is chairman of the Coor- 
dinating Committee representing the 
several state and federal agencies codp- 
erating in the study. Principal collectors 
of specimens are C. Wesley Clanton of 
the State Health Department, and 
Monroe A. Holmes, Jr., D.V.M., loaned 
by the U. S. Public Health Service. 


MENTAL HEALTH REPORTER 

The National Mental Health Re- 
porter is the name of a new “ periodic 
bulletin reporting on selected mental 
health literature and audiovisual aids.” 
Its first issue, of two multigraphed 
pages, dated October 25, 1949, outlines 
plans whereby the Public Affairs Com- 
mittee pamphlet, Mental Health is a 
Family Affair can be purchased through 
the National Mental Health Foundation 
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at substantial discounts as a part of its 
“campaign to make available to state, 
local, and voluntary health agencies, out- 
standing mental health educational aids 
at the lowest possible cost.” The Re- 
porter is published by the Promotion 
Department, Room 416, 1790 Broadway, 
New York, and is presumably available 
without charge. 


HYGEIA BECOMES TODAY’S HEALTH 

“Today’s Health” is the new name 
of Hygeia, the 25 year old monthly 
magazine of the American Medical As- 
sociation for lay readers. Its editor is 
W. W. Bauer, M. D., who is also direc- 
tor of the Association’s Bureau of 
Health Education and of its radio and 
television activities. Its viewpoint is 
educational and preventive. Changes 
in content and treatment will be to 
broaden its appeal, readability, and 


practical usefulness to the general 
reader. 
The associate editor of Today’s 


Health is W. W. Bolton, M. D., who is 
also associate director of the Bureau 
of Health Education. Other staff mem- 
bers, retained from Hygeia, are manag- 
ing editor, Ellwood Douglass; assistant 
managing editor, Thomas Gorman; art 
director, Charles Turzak; business 
manager, Thomas R. Gardiner; and di- 
rector of circulation, Frank V. Cargill. 


PROFESSIONAL NURSE INVENTORY 

A complete inventory of registered 
professional nurses in the United States 
and its territories was released by the 
American Nurses’ Association. Made at 
the request of the National Security Re- 
sources Board, this inventory was 
completed through codperation with 


state nurse-licensing boards and _ state 
nurses’ associations. It provides data on 
the number and location, age, marital 
status, responsibility for dependents, 
whether the nurse is actively engaged in 
nursing and the field of employment and 
position, type of preparation and ex- 
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perience in special fields, and provides 
a basis for effective planning for nurse 
recruitment and training. 

In releasing the inventory, Pearl Mc- 
Iver, R.N., President, American Nurses’ 
Association, said ‘ Maintaining the 
census of nurses on a current basis will 
become a permanent routine procedure 
and will enable professional nurses more 
effectively to initiate measures for in- 
creasing nursing strength to meet all 
needs.” 

American Nurses’ Association, 
Broadway, New York 19, $1.00. 
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A NEW TECHNICAL FOOD GROUP 

Late in December the Food and Nu- 
trition Board of the National Research 
Council brought together in Washington 
representatives of public health, govern- 
ment, agriculture, and the food and 
chemical industry to consider providing 
technical counsel on the utilization of 
new materials in the production and 
processing of foods. Discussed in the 
all day session were the use of the newer 
chemicals in the production of an ade- 
quate food supply, the introduction of 
functional ingredients in processed food, 
and the need for further knowledge in 
the application of the newer aids in 
agriculture and food technology. The 
Chairman of the Food Board, Herbert 
E. Longenecker, Ph.D., was directed to 
appoint an organization committee to 
create the technical counsel desired. 


RED CROSS BLOOD PROGRAMS 

At the end of the 2nd year of opera- 
tion, the American Red Cross announced 
that its National Blood Program is sup- 
plying blood to 1,550 hospitals in 35 
states. More than half a million pints 
of blood for medical use have been pro- 
vided through the 30 regional programs 
in operation. A dozen or more centers 
will be opened during 1950. The first 
center to be opened was in Rochester, 
N. Y., in January, 1948. 

The program provides whole blood 


NEWS FROM THE FIELD 


367 


and blood derivatives. The most exten- 
sively used of the latter is immune serum 
globulin used as an immunizing or modi- 
fying agent in measles. During the past 
year, 688,532 units of this globulin were 
distributed by the Red Cross through 
state health departments. 


HEALTHY ENOUGH TO BE INSURED 

The Institute of Life Insurance reports 
that for every 100 applications for 
ordinary life insurance in 1949 only 4 
were rejected, 7 were issued as extra 
rate policies, and 89 were issued at the 
standard rate. Cardiovascular-renal dis- 
eases were the chief reasons for denying 
insurance or granting it at more than 
the standard rate. Nearly half of the 
former and nearly a fifth of the latter 
were for this reason. 


DECADE OF FEDERAL MERIT SYSTEM 

In honor of the 10th anniversary of 
enactment of merit system provisions 
in the welfare, employment security, and 
health titles of the federal Social Security 
Act, the October, 1949, annual confer- 
ence of the Civil Service Assembly of 
the United States and Canada adopted 
the following resolution: 


WHEREAS, a decade of merit system adminis 
tration in the Federal-State grant-in-aid 
programs will be completed on January 1 
1950, and 

Wuereas, this development has been marked 
by notable progress in personnel administra 
tion in these programs and by effectiv: 
Federal-State codperation, therefore be it 

RESOLVED, that the Civil Service Assembly take 
cognizance of this occasion and extend its 
felicitations to the jurisdictions involved and 
in particular to the Federal Division of State 
Merit System Services and to the State 
Merit System Councils that have contributed 
to the development and application of sound 
merit system standards. 


MENTAL HEALTH FILM BOARD NAMED 
A National Mental Health Film Board 
was created late in 1949 to carry cut 
a program to give the public authorita- 
tive films dealing with psychiatry and 
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related subjects. The program is being 

made possible by the codperation of 

mental health leaders in 12 states and 

Puerto Rico. In this way each participat- 

ing state can provide its people with 

materials no one state could provide 

alone. 
The members of the Doard are: 

Dr. Kenneth Appel, chief, Neuro-Psychiatric 
Clinic, Pennsylvania Hospital 

Dr. Leo H. Bartemeier, president, Internationa! 
Psychoanalytic Society 

Dr. Leona Baumgartner, U. 
reau 

Dr. Carl Binger, editor, Psychosomatic Medi 
cine 

Dr. Joseph M. Bobbitt, clinical psychologist, 
National Institute of Mental Health 

Dr. M. Ralph Kaufman, president, American 
Psychoanalytic Association 

Dr. Thomas A. C. Rennie, associate professor 
of psychiatry, Cornell University Medical 
College 

Dr. Howard P. Rome, Mayo Clinic 

Dr. Leon Saul, head of the Department ot 
Preventive Psychiatry of the University oi 
Pennsylvania School of Medicine 


S. Children’s Bu 


Robert Anderson, producer and direc- 
tor of psychiatric films for the Canadian 
National Film Board, is the Film Officer 
of the Board. Its offices are with the 
National Committee for Mental Hygiene, 
1790 Broadway, New York 19. 


HOW MANY DOCTORS ARE NEEDED 

‘Health Service Areas—Estimates of 
Future Physician Requirements ” is the 
second in the series on Health Service 
Areas published by the U. S. Public 
Health Service. The earlier one discussed 
the requirements for general hospitals 
and health centers in 760 proposed 
health service districts; the present one, 
the need for physicians. The study suf- 
fers from the lack both of recent census 
data and of a recent count of practising 
physicians. “ Figures,” say the authors, 
headed by Joseph W. Mountin, M.D., 
“should not be construed as recom- 
mendations. The analyses are intended 
to illustrate methods that could be fol- 
lowed in the preparation of physician 
estimates for some future date and to 
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indicate possible location patterns for 
physicians.” 

U. S. Govt. Ptg. Office, Washington 
25, D. C., 45 cents. 


STATE SANITARY ENGINEERS ELECT 
At a meeting of the Conference of 
State Sanitary Engineers, held during 
the 77th Annual Meeting of the Ameri- 
can Public Health Association, the fol- 
lowing officials were selected for 1950: 
Chairman: E. W. Campbell, director, Division 
of Sanitary Engineering, State Department 
of Health and Welfare, Maine 
Vice Chairman: C. M. Everts, Jr., director, 
Sanitary Engineering, Oregon State Board 
of Health 
C. H. Atkins, Director, Division of Sanitation, 
US.P.H.S. has been appointed Secretary- 
Treasurer by the Surgeon General 
The Executive Committee consists of 
H. M. Bosch, Earl Devendorf, and 
David B. Lee. 


DEATH RATE HITS NEW LOW 

The 1948 death rate for the United 
States was the lowest on record, 9.9 per 
1,000 population, one point lower than 
in 1946. The leading causes of death 
remained the same, heart diseases, can- 
cer and other chronic diseases associated 
with advancing age. Mortality from the 
major infectious diseases declined. Two 
communicable childhood 
increased sharply — poliomyelitis and 
measles. The compilation of these data 
has just been completed by the Public 
Health Service's Office of Vital Statistics, 
Washington 25, D. C., from which sum- 
maries are available. 


diseases of 


INTER-AMERICAN HOSPITAL NEWS 

The third Inter-American Institute for 
Hospital Administrators will be held in 
Rio de Janeiro, Brazil, in April, 1950. 
Brazil’s Ministry of Health and Educa- 
tion has appropriated $15,000 to help 
cover the costs of this short, intensive 
academic course of study for Western 
Hemisphere hospital administrators. 
This is also one of the activities of the 
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newly organized Hospital Section of the 
Pan American Sanitary Bureau to deal 
with problems of hospital construction 
and administration. This action further 
extends the sponsorship of the Bureau 
to the Inter-American Hospital Associa- 
tion. The Chief of the Section is Felix 
Lamela. 


INTERNATIONAL CHEST CONGRESS 

The First International Congress on 
Diseases of the Chest will be held at the 
Carlo Forlanini Institute, Rome, Italy, 
September 17-20, 1950, under the aus- 
pices of the Council on International 
Affairs of the American College of Chest 
Physicians and the Carlo Forlanini 
Institute, with the patronage of the High 
Commissioner of Hygiene and Health, 
Italy, in collaboration with the National 
Institute of Health and the Italian Fed- 
eration Against Tuberculosis. Physicians 
interested in attending should com- 
municate at once with Dr. Chevalier L. 
Jackson, Chairman of the Council on 
International Affairs, American College 
of Chest Physicians, 500 North Dear- 
born St., Chicago 10, IIl., U. S. A., or 
with Professor A. Omodei Zorini, Carlo 
Forlanini Institute, Rome, Italy. 


DR. MACK RECEIVES GARVAN MEDAL 

The American Chemical Society has 
announced that the 1950 Francis P. 
Garvan Medal, honoring women in chem- 
istry, has been awarded to Pauline Beery 
Mack, Ph.D., Director of the Ellen H. 
Richards Institute and Professor of 
Household Chemistry at Pennsylvania 
State College. The Award cited Dr. 
Mack especially for her work on the 
calcium chemistry of bone density. The 
medal will be presented at the Society’s 
117th Annual Meeting in Detroit on 
April 15. 


LOCAL REFRESHER COURSES 

The Minnesota Department of Health 
has planned and organized for an exten- 
sive 5 year program of state-wide post- 
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graduate education for doctors, dentists, 
nurses, and pharmacists. A series of 
district seminars, consisting of 8 con- 
secutive weekly meetings of 2 one hour 
lectures is devoted to heart disease, can- 
cer, and psychosomatic medicine. 

This program is being carried on with 
the assistance of the University of Min- 
nesota Schools of Medicine, Dentistry, 
Nursing, and Pharmacy, and the state 
Medical, Dental, and Pharmaceuticai 
Associations. 

The first of seven 1949-1950 seminars 
scheduled has been completed at Bemidji 
with an average attendance of 25 physi- 
cians and 30 nurses; the second at 
Fergus Falls with 35 physicians, 50 
nurses, and 30 dentists. Interest in the 
program has been so favorable that it 
has been voluntarily requested by vari- 
ous Minnesota communities. 


POLIO IN CHILE—AID FROM WHO 

On request of the Chilean Minister of 
Health early in January, two iron lungs 
were shipped by air to Santiago by the 
Pan American Sanitary Bureau to aid 
in combating a poliomyelitis epidemic in 
that country. In Santiago alone the last 
three months of 1949 had 151 cases and 
18 deaths. At the further request of the 
Chilean authorities, the Pan American 
Bureau, which is the Western Hemis- 
phere regional office of WHO, sent a 
team of specialists to the field to codp- 
erate with local officials. 


A.M.A. MICROBIOLOGIC LABORATORY 

The American Medical Association has 
established, as a section in its Division 
of Therapy and Research, a microbio- 
logic laboratory. It will investigate the 
biologic, immunologic, and antibiotic 
properties of various products — drugs, 
foods, cosmetics, serums, etc.—offered 
to the medical profession and the public. 
Their safety for human use will be deter- 
mined. It will not make investigations 
for commercial firms or for individual 
physicians. The director of the labora- 
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tory, located in the Association’s head- ada) Department of Public Health, suc- 
quarters, 535 N. Dearborn, Chicago, is ceeding CuristIAN SmitH who has become 


Velma L. Chandler, Ph.D., bacteriologic “Met of public education and organization 
services for the National Committee for 


assoviate, who was formerly with the Mental Hygiene in Toronto. 

Division of Antibiotics, U. S. Food and N. H. Baker, D.DS., F.A.C.D., director of 
Drug Administration, and during the dental health education in Kanawha County 
past year has made for A.M.A. a study for 17 years, has been appointed acting 


of the value of aurecenycin ln the treat director, Bureau of Dental Health, West 
ycin in the treat- Virginia State Health Department, succeed- 


ment of infectious mononucleosis. ing Georce Wyatt, D.DS.+ 
June Bean, for 3 years with the U. S. Public 
Health Service at Bethesda, Md., is now 


MEXICAN SOCIETY OF HYGIENE b ‘olovi ith the O 
. . acteriologist with the Oregon State Boar 
The Third Annual Meeting of the of Health, Hygienic Laboratory Section. 


Mexican Society of Hygiene held in  frayxun C. Brn, Ph.D.,* has opened a con- 
Mexico City November 17—20 extended sultation service for manufacturers in the 
the good will of Mexican hygienists to food and pharmaceutical field. The services 


the membership of the American Public offered include advice and guidance in the 
development of new products, the prepara- 


Health Association and declared its tion of labels and claims, the review of ad- 
purpose to augment the cultural and vertising and promotional literature, and the 
scientilic interchange between the two planning of research programs on the nutri- 
organizations. tive or therapeutic values of products. The 
The following officers were elected: office is at 30 West Washington Street. 
Chicago 2. 
President: Dr. Alberto P. Leon ALFRED Bratock, M.D., originator of the 
Vice-President: Dr. Carlos Ortiz Mariotte “blue baby ” operation, was presented with 
General-Secretary: Dr. Jose Figueroa Ortiz the Rudolph Matas Award in Vascular Sur- 
Financial-Secretary: Dra. Emilia Leija Paz gery January 17, at Tulane University 
Ortiz School of Medicine, New Orleans, by Dr 
Consulting Secretary: Dr. Adan Ornelas Her- Matas, emeritus professor and former head 
nandez of the department of surgery at Tulane and 
pioneer in vascular surgery, in whose honor 
PERSONALS the award was established. 


Armin C. Braun, of the Rockefeller Institute 
for Medical Research, New York City, re- 
cently received the $1,000 prize of the 
American Association for the Advancement 
of Science for his work on the development 
of plant cancers caused by crowngall 
bacteria. 

CHARLOTTE Bray,+ formerly instructor in 
Nursing Education and Public Health Co- 
ordination at Indiana University, is now 
secretary of the health section of the In- 
dianapolis Council of Social Agencies suc- 
ceeding Atice H. SAnpers,* who resigned 
to accept a similar position in Milwaukee 

BERNARD B. Bronte, associate professor of bio 
chemistry at the New York University Col- 
lege of Medicine, has been made director of 


F. KENNETH ALBRECHT, M.D.,7 director of the 
Tuberculosis Division, Kansas State Board 
of Health, has been named by the American 
Academy of General Practice to edit its 
official journal, “G P” which will make its 
appearance in the spring of 1950. Dr. 
Albrecht is also the editor of “ Current 
Medical Digest.” 

M. Witiam Amster, M._D., formerly assistant 
to the head of the Department, has been 
appointed head of the Medical Service De- 
partment of Schering Corporation, Bloom- 
field, N. J., succeeding Norman L. Hemin- 
way, M.D., who is now Associate Director 
of Schering’s Clinical Research Division. 

ELMER ANpDERSON,* for more than 20 years 
chief of the Bureau of Health Education of 


the Hawaii Territorial Health Department, a new Chemical Pharmacology Section of 
has accepted a position with the Buffalo- the National Heart Institute which will be 
Erie (N. Y.) Health Department. devoted to basic research. Other staff named 
Ouca Heten Anpverson, formerly in the divi- are: Sipney UbENFRIEND, Ph.D., assistant 
sion of health and welfare education, Mani- professor of biochemistry, Washington Uni- 
toba Department of Health and Public versity School of Medicine, St. Louis, and 
Welfare, has been appointed director of Jutrus AxeELrop, research chemist, New 


health education of the Saskatchewan (Can- York University Medical Schocl. 
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BaRBARA COLDSMITH, has succeeded MARGARET 
MEYER Jones, as Personnel Officer, Kansas 
State Board of Health. 

James C. DanieL, rodent control specialist 
who has been on loan to the Oregon State 
Board of Health from the U. S. Public 
Health Service detailed to the Marion 
County Health Department, has resigned. 

P. Paut Davis, D.DS., director, Dental Health 
Section, and Greorce C. Gisson, M.D., direc- 
tor, Cancer Section, Oregon State Board of 
Health, have resigned. 

Janet Doe, formerly assistant librarian of the 
New York Academy of Medicine Library, 
was appointed librarian, succeeding T. 
ARCHIBALD MALtocn, M.D., retired. 

GOUVERNEUR V. Emerson, M.D., former 
Brigadier General, M.C., U. S. Army, has 
been appointed supervising physician, Bu- 
reau of Tuberculosis Control, Pennsylvania 
State Department of Health. 

THEODORE W. Fasisak, has resumed his duties 
as senior accountant of the Massachusetts 
Department of Public Health following a 
year’s leave of absence to serve as executive 
secretary of the Massachusetts Hospital 
Association. 

Autino Fiore, M.D.,; has been appointed 
health commissioner of his home city, Cam- 
bridge, Mass. He has recently been Quincy 
state district health officer where he has 
been succeeded by Grace Lutman, M.D.,j 
recently with the Services for Crippled 
Children of the Massachusetts State Health 
Department. 

Mary FITzGERALD,* recently executive secre- 
tary of the Holyoke (Mass.) Tuberculosis 
Association, has been appointed health 
education worker on the staff of the Ameri- 
can Cancer Society to carry on the health 
education program in the four western coun- 
ties of the state. 

H. K. Giptey,7 who has been acting director 
for the past year, is now director of the 
Division of Sanitary Engineering, West Vir- 
ginia State Health Department, succeeding 
J. B. Harrincton, who resigned because of 
ill health. 

Mitprep is the director of Public 
Health Nursing Education to be in charge 
of the Public Health Nursing Training Cen- 
ter, jointly sponsored by the Nebraska and 
Little Rock City Health Departments. 

Wittiam W. Harris, M.D., assistant to medi- 
cal director of the Intensive Treatment Cen- 
ter since 1946, has been named director of 
clinics of the Chicago venereal disease con- 
trol program to direct the four diagnostic 
and treatment centers. 


Heten Hart, M.D., is now health officer of 
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Santa Barbara City (Calif.), succeeding 
CiarENcE T. Roome, M.D.,7 retired. 

Winirrep Hatuaway, Associate Director of 
the National Society for the Prevention of 
Blindness, recently retired after serving as a 
staff member since 1916, chiefly in develop 
ing the Society’s educational program 
which is being continued by Marjorie A. C 
Younc, M.P.H.,+ who joined the staff in 
1948. 

Paut R. Hawtey, M.D.,7 has resigned as 
executive officer of The Blue Cross and 
Blue Shield Commissions, Chicago, to be- 
come Director of the American College of 
Surgeons, Chicago. 

Heten F. Heaps, has been appointed school 
nurse of Adams, Mass., succeeding CLARA 
Mann, deceased 

Davin D. Hotapay, M.D., M.P.H., formerly 
chief of the Bureau of Disease Control, 
California State Department of Public 
Health, is now director of the industrial 
medical program of the American Can 
Company at its San Francisco headquarters 

Hersert A. Hupeins, M.D., M.P.H.,* formerly 
Medical ‘Officer for the Institute of Inter- 
American Affairs in Haiti, has been trans 
ferred to El Salvador, with headquarters in 
San Salvador. 

H. van ZiLe Hype, M.D.,; formerly assistant 
chief of the Division of International Health, 
U. S. Public Health Service, has been made 
director of the Division of Health and San- 
itation, I.1.A.A., succeeding CLarENcE | 
STERLING, JR.,f who has become director of 
the Division of Sanitary Engineering and 
deputy commissioner of Health for Environ- 
mental Sanitation, Massachusetts Depart- 
ment of Public Health. 

HELEN JOHNSON,? has been appointed tuber- 
culosis nursing consultant and Vera KNICK- 
ERBOCKER, nursing educational director, 
Alaska Department of Health. They suc 
ceed respectively Atice and Liry 
HAGERMAN,* who were on loan from the 
U. S. Public Health Service. 

Tuomas F. Jorpan, has been appointed Health 
Information Secretary, Marion County 
(Ind.) Tuberculosis Association, succeeding 
STEWARD BAILey, resigned. 

PeaRL Kenprick, Sc.D.,* director of the 
Western Michigan section of the State 
Health Department, Division of Labora- 
tories in Grand Rapids, recently returned 
from two temporary World Health Organi 
zation assignments. In England, Dr. Ken 
drick helped with a whooping cough study, 
then went to Chile and Colombia to assist 
with the immunization of children and to 
survey the health laboratory facilities. 


372 


Frep P. Lonc, M.D., M.S.P.H.,* has resigned 
as Health Officer of the Lincoln-Lancaster 
County Health Department, Lincoln, Nebr., 
to become Commissioner of Health of 
Peoria, Ill., succeeding E. K. Musson, M.D., 
M.P.H.* 

Antonio P. Mitone, M.D.,+ Health Officer of 
North Adams, Mass., has resigned to return 
to his former post as part-time medical 
inspector in the Boston Health Department 
and to resume his medical practice in 
Boston. 

Wittys M. Monroe. M.D.,+ has been reap- 
pointed health commissioner of Pittsfield, 
Mass., for another 2 year term. He com- 
pleted 25 years in his present position in 
1948 and will observe his 60th birthday this 
year. 

O. J. Muecce,} has been appointed sanitary 
engineer and acting director of the Com- 
mittee on Water Pollution, Wisconsin State 
Health Department. 

W. E. Parx, M.D., medical director of the 

only atomic energy installation plant in 

Ontario, Canada, has been named director 

of the Division of Industrial Health, Min- 

nesota Department of Health. 

. E. Parkuurst, M.D., former Health Officer 

of Adair, Cherokee and Sequoyah Counties 

health department in Oklahoma, is the new 

Health Officer of Cowley County, Kansas, 

with headquarters in Winfield. 

I. PERKINS,* recently assistant professor 
of health education at Springfield (Mass.) 
College, has been appointed instructor in 
anatomy and physiology at the Hartford 
(Conn.) Hospital School of Nursing. 

Joun R. Powers, Jr., formerly vice-president 
of the Charles R. Phillips Company, manu- 
facturers of flavors for the food industry, 
has been appointed director of Fund Raising 
and Information Services for the National 
Society for Crippled Children and Adults, 
Chicago. 

A. Reccio, M.D., has retired from 
the U. S. Public Health Service, in which he 
has most recently served as Chief of the 
Physical Medicine and _ Rehabilitation 
Branch, Division of Hospitals, with the 
rank of Medical Director. 

FrepA D. RESTENBERGER, former field secre- 
tary of the Pennsylvania Association for the 
Blind, has been appointed chief of the Divi- 
sion of Health Education, Pennsylvania 
Department of Health, succeeding Epna 
Kecu, deceased. 

ALLEN S. Russex, M.D., formerly orthopedic 
surgeon and physician-in-charge of physical 
medicine at the U. S. Marine Hospital, 
Staten Island, N. Y., is now assistant pro- 
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fessor of Physical Medicine and Rehabilita- 
tion and coérdinator for Research and 
Education of the Department of Physical 
Medicine and Rehabilitation, New York 
University College of Medicine. 

Frep L. Soper, M.D.,* director of the Pan 
American Sanitary Bureau, was awarded the 
Theobald Smith Gold Medal at a joint meet- 
ing of the American Society of Tropical 
Medicine, The American Academy of Trop- 
ical Medicine, and the National Malaria 
Society, held in Tennessee in November, 
1949. The award was made to Dr. Soper 
specifically for his work as director of the 
Brazilian Yellow Fever Service in the eradi- 
cation of two mosquito vectors, Anopheles 
gambiae and Aegypti. 

Joun S. Stantey, M.D.,7 has returned from 
Japan to his position as superintendent of 
Preventive Medicine, Indianapolis Depart- 
ment of Public Health. 

Ernest W. Steet, C.E.,* formerly consultant 
to the Venezuelan government on water sup- 
ply and sewerage problems, is now professor 
of Sanitary Engineering, University of 
Texas. 

EvizABETH S. Taytor, R.N.,7 formerly an of- 
ficer in the Army Nurse Corps serving in the 
Marianas, is the new director of The Chil- 
dren’s Health Service of the 78 year old 
New York City Diet Kitchen Association. 

CuarLes Tupor, M.D.,* Health Officer of the 
Benton-Franklin County (Wash.) health 
district, has been appointed Health Officer 
of Binghamton, N. Y., succeeding Robert H 
Broad, M.D.,* who resigned to become UI- 
ster County (New York) Health Com- 
missioner. 

Donato E. Upp, M.D., has been appointed 
Kings County (Calif.) Health Officer replac- 
ing acting Paut L. Murpny, M.D. 

Hans Warne, M.D., who in recent years has 
been engaged in research, teaching, and 
practice in the field of rheumatic disease, 
has been appointed medical director of the 
New England Chapter of the Arthritis and 
Rheumatism Foundation with headquarters 
in Boston. 

Ext J. WEATHERSBEE, formerly with the U. S. 
Bureau of Reclamation, has been appointed 
junior sanitary engineer, Environmental 
Sanitation Division, Oregon State Board of 
Health. 

H. J. Wuire,+ formerly Registrar with the 
New York Office of the World ‘Health 
Organization, Lake Success, has been as- 
signed as Special Services Officer to the 


* Fellow A.P.H.A. 
Member A.P.H.A. 
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South East Asia Regional Office, World 
Health Organisation, Patiala House, New 
Delhi. 

Dorotny E. Wiesner,’ statistician of the Na- 
tional Organization for Public Health Nurs- 
ing, has resigned to become statistician of 
the Association for the Aid of Crippled 
Children in New York. She has been suc- 
ceeded by Mary EtizasetH Baunan, who 
was statistician for N.O.P.H.N.’s Study of 
Costs in Public Health Nursing. 

Cuartes C. Witson, M.D.,* professor of edu- 
cation and public health, Yale University, 
has been named president of the Connecticut 
Tuberculosis Association. 

B. Woop, Jr., codrdinator of health 
information for the Massachusetts Depart- 
ment of Public Health, has accepted a posi- 
tion with the National Health Council, New 
York City. He has been succeeded by 
MarcareT Murray formerly with 
the Boston Health Department. 

Atonzo S. Yersy, M.D., M.P.H.,7 has retired 
from his position with the International Re- 
lief Organization in Germany and has been 
appointed Deputy Chief, Medical Affairs 
Section of the Office of the High Commis- 
sioner for Germany. 

L. D. Zemserc, M.D., M.P.H.,* has resigned 
as assistant professor of epidemiology of the 
Columbia University School of Public 
Health, New York City, to become Director 


of the Williamson County Tuberculosis 
Study, Franklin, Tenn. 
DEATHS 


C. F. Apams, M.D.,* Director, State Division 
of Health, Jefferson City, Mo., died Jan- 
uary 21 (Laboratory Section). 

Murray A. Aversacu,* Executive Secretary 
Indiana Tuberculosis Association, Indian- 
apolis, for 29 years, died January 15. (Pub- 
lic Health Education Section). 

K. Epstern,* Chicago, IIl., died re- 
cently (Food and Nutrition Section). 

Marcaret W. HiccrnsotHam, Sc.D.,* Bac- 
teriologist, South Bend Medical Laboratory, 
South Bend, Ind., died January 8 (Labora- 
tory Section). 

G. Everett Hirt,* Orange, N. J., died Decem- 
ber 13, 1949. Mr. Hill joined the Association 
in 1897 and received his 40 year certificate 
at the New York Annual Meeting in 1937 
(Engineering Section). 

Harry H. Moore, Ph.D., former Fellow of the 
American Public Health Association, died 
December 27, 1949. Dr. Moore had served 
as economist in the U. S. Public Health 
Service for -nine years 
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Georce SaMueL Rice, retired chief mining 
engineer of the U. S. Bureau of Mines and 
a pioneer in applying scientific knowledge 
to increase safety and improve efficiency in 
the mining of coal, died on January 3. 

Joun A. Toomey, M.D.,* Professor of Clinical 
Pediatrics and Contagious Diseases, Western 
Reserve University, Cleveland, Ohio (Labo- 
ratory Section). 


CONFERENCES AND DATES 
American Association of Medical Social Work- 
ers. Atlantic City, N. J. April 21-28. 
American Association of Registration Execu- 
tives. Washington, D. C. April 23. 
American Qccupational Therapy Association. 
Glenwood Springs, Colo. October 16-20. 


American Pharmaceutical Association. Atlan- 
tic City, N. J. Week of April 30. 

American Psychiatric Association. Detroit, 
Mich. May 1-5. 

American Public Health Association. 
Headquarters, Kiel Auditorium, St. 
Louis, Mo. October 30-November 3. 

American Water Works Association: 

Annual Meeting. Philadelphia, Pa. May 
21-26. 


Arizona Section. Safford. March 31—April 2 
Canadian Section. General Brock Hotel, 
Niagara Falls. April 3-S. 
Illinois Section. La Salle Hotel, Chicago. 
April 12-14. 
Indiana Section. Purdue University, Lafa- 
yette. April 26-28. 
Kansas Section. Salina. April 20-21. 
Montana Section. Florence Hotel, Missoula 
April 21-22. 
New York Section. Hotel Sheraton, Roches- 
ter. March 30-31. 
Pacific Northwest Section. 
May 11-13. 
Colorado Public Health Association. Antlers 
Hotel, Colorado Springs. May 25-27. 
Council of the Public Health Conference on 
Records and Statistics. Washington, D. C. 
April 22. 


Tacoma, Wash 


Florida Public Health Association. Soreno 
Hotel, St. Petersburg. October 5-7. 

Georgia Pubiic Health Association. DeSoto 
Hotel, Savannah. May 1-3. 

Illinois Public Health Association. Leland 


Hotel, Springfield. April 20-21. 
Iowa Public Health Association. Savery Hotel, 
Des Moines. May 3. 
Industrial Health Conference 
Chicago, Ill. April 22-29. 
Institute of Food Technologists. Edgewater 
Beach Hotel, Chicago, Ill. May 21-26. 
International and Fourth American Congress 


Sherman Hotel, 
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on Obstetrics and Gynecology. Hotel Statler. 
New York, N. Y. May 14-19. 

Kansas Public Health Association. Continental 
Hotel, Kansas City, Mo. Joint meeting with 
Missouri Public Health Assn. April 24-26. 

Massachusetts Public Health Association: 
60th Anniversary Birthday Meeting. Boston, 

Mass. April 27. 
Annual Meeting. University of Massachu 
setts, Amherst. June 14-16. 

Middle States Public Health Conference 
Savery Hotel, Des Moines, Iowa. May 4-5. 

Missouri Public Health Association. Joint 
meeting with Kansas Public Health Assn. 
Continental Hotel, Kansas City, Mo. April 
24-26. 

National Conference of Social Work. 
City, N. J. April 23-29. 

National Foundation for Infantile Paralysis 
New York, N. Y. March 16-22. 

National Health Council. Annual 
New York, N. Y. March 24. 

National Society for the Prevention of Blind- 
ness. Annual Conference (held in conjunc- 
tion with interim meeting of Pan American 
Association of Ophthalmology). Miami 
Beach, Fla. March 26-30. 

National Tuberculosis Association. Annual 
Meeting. Washington, D. C. April 24-28. 
New Mexico Public Health Association. Raton, 

N. M. May 16-19. 

New York State Association of Milk and Food 
Sanitarians, October 2-4, Syracuse, N. Y. 
New York State Health Conference. Lake 

Placid, N. Y. June 5-8. 

Nursing Convention. Biennial Meeting of 
American Nurses Assn., National League of 
Nursing Education and National Organiza- 
tion for Public Health Nursing. San Fran- 
cisco, Calif. May 8-12. 

Ohio Public Health Association 
Hotel, Columbus. May 11-12. 

Public Health Conference on Records and 
Statistics. Washington, D. C. April 24-27. 

Southern Branch, American Public Health 
Association. Birmingham, Ala. April 27-29. 

South Carolina Public Health 
Ocean Forest Hotel, Myrtle Beach 
22-24. 

Third International Institute on Organization 
and Administration of Hospitals. Ministry 
of Education. Rio de Janeiro, Brazil. June 
18—July 1. 

Tennessee Public Health Association. 
Hotel, Nashville. May 1-3. 


Atlantic 


Meeting. 


Southern 


Association. 
May 


Noel 


United States-Mexico 


Border Public Health 
Association. City of Chihuahua, Mexico 


April 12-14. 


Western Branch, American Public Health Asso- 


ciation. Portland, Ore. May 30-June 1. 


West Virginia Public Health Association. Mc- 


Lure Hotel, Wheeling. May 4-S. 


OUT eo OF - PRINT and HARD-TO-FIND books 


supplied. Also genealogies 
and family histories. Incomplete sets completed; 
magazine back numbers supplied. All subjects, all 
languages. Send us your list of book-wants—no obli- 
gatior. We report quickly. Lowest prices. We also 
supply all current books at publishers’ prices postpaid 
and all books reviewed or listed in this issue of 
American Journal of Public Health. 


AMERICAN LIBRARY SERVICE 
117 West 48th Street, Dept. J, New York 19, N. Y. 
P. We also BUY old books and old magazines. 


Directory of 
Health Service 


BLACK & VEATCH 
CONSULTING ENGINEERS 

4706 Broadway, Kansas City 2, Mo. 
Water Supply Purification and Distribu- 
tion; Electric Lighting and Power Gener- 
ation, Transmission and Distribution; 
Sewerage and Sewage Disposal; Valua- 
tions, Special Investigations and Reports. 


THE MERIT SYSTEM SERVICE 
A Personnel Administration Service in the 
Field of Public Health 


Available to 
State and Lecal Health Departments 


an 
Merit Systems 


Examinations Field Consultation 
American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 


Chlor- Shaya 
a new test that shows if 


solution for sanitizing contains 50 ppm or 
more available chlorine. One tablet in 4 
ml. solution quickly shows RED indicating 
less than 50 ppm Cl or YELLOW indicat- 
ing 50 ppm or more. 


Very useful in restaurants, dairies, and 
for Department of Health Inspecters. 


Write for Sample 
CARGILLE SCIENTIFIC INC. 
118 Liberty St., New Yok 6, N. Y. 


When writing to Advertisers, say you saw it in the JoURNAL 
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